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[FURING the years it has been my privilege to 
practise surgery, I have witnessed the usual 
number of tragedies; and by these I mean lives 
which could have been saved by an early diag- 
nosis, and prompt action. They have been largely 
acute conditions of the abdomen. This is the 
secret chamber where many pathological plots 
are hatched, and it is the aim of the abdominal 
surgeon to ferret them out before they ripen 
into action; before their mines are sprung and 
disaster is widespread. There is no other field 
in the whole range of our work where so much 
may be done to save a life; but recognition of 
the gravity of the case must be early, and sur- 
gical action, sane and effective. I am addressing 
myself mostly to the general practitioner, and 
am dealing with the abdomen as a unit. There 
is no attempt to go into the minute etiological and 
pathological factors of each organ, but rather 
an effort to present a rough sketch of the whole 
clinical structure, using only those lines which 
have served best to keep ever before one the 
important strategie points in interpreting and 
managing the problem of the acute abdomen. 
Far be it from me to east any slight upon the 
more modern methods of diagnosis; upon any- 
thing that may help to lead us to the truth. But 
I am bound to say that as far as diagnosis of the 
acute abdomen is concerned, we have yet no 
machine or laboratory formula, which can take 
the place of observation and experience. I some- 
times think our modern graduate tends too much 


* Read before the New Brunswick Medical Society, 
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to ‘‘short cut’? methods of making diagnoses, 
and I think it would be good for us all to read 
occasionally the works of the old clinicians. It 
will take some of the pride out of us, at least. 
Striking, indeed, to the modern student are the 
observations they made, and the principles they 
induced from these observations. It is a proud 
boast, as Sir Berkeley Moynihan has said, that 
the principle of induction to which science owes 
so much, was evolved, and found its first applica- 
tion in medicine. Deduction, in logical sequence, 
rounded out the edifice to which we have added 
much, but whose foundations we have not had 
cause to touch. 

The problem of the acute abdomen is largely 
the problem of early diagnosis, and the general 
practitioner who is the point of contact of our 
whole professional phalanx, bears the weight of 
the responsibility. He has to make up his mind 
definitely, and set action on the heels of decision. 
He has to transform a household, thick with 
misgivings and apprehensions for all operative 
measures, to one of confidence and hope Most 
patients to-day, and their relations, have enough 
of the Missouri element to want to be told, and 
many who would otherwise refuse, will consent 
to an operation when the doctor, after clearly 
explaining the nature and dangers of the case, 
places the responsibility upon themselves. 
Human nature in illness is still a clinging vine; 
although perhaps, it looks more than formerly 
to the stability of the object to which it clings. 

There are two sources of information in the 
ease. (1) The Patient’s clinical history. (2) The 
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interpretation and study of the symptoms. 
Whoever has developed the art of getting a good 
clinical history is well on the way to efficiency 
in diagnosis. Has this patient ever had an acute 
abdominal experience before? Has there been 
any chronic condition? If none, then the present 
attack has come upon abdominal organs normal 
up to now, and the symptoms should not be 
obscured by intra-peritoneal adhesions or other 
changes due to previous attacks. In other words, 
the clinical manifestations of a first attack of 
acute appendicitis, gall bladder, . perforation, 
ete., are more likely to be nearer what the books 
eall the ‘‘classical symptoms’’ than a subsequent 
attack. Nature may cure an inflamed appendix 
by surrounding it with a lava of lymph and 
wrapping it about with adhesions. The host is 
saved for the time, but the appendix itself may 
be permanently tied down to some other organ 
or structure, so that when the next attack comes 
some of the symptoms, at least, may be much 
changed. I have seen cases of appendicitis where 
frequent micturition and deep seated pain in the 
loin were early symptoms. The question of 
differential diagnosis with a renal ureteral con- 
dition had, of course, to be considered. I have 
observed that such cases of appendicitis fre- 
quently give a history of a first attack in which 
the renal ureteral symptoms were absent. 

The explanation lies, of course, in the position 
the appendix has been made to assume by 
adhesions. Symptoms of acute gall bladder may 


be simulated the same way when a long retro- 


colic appendix reaches up near the liver. Not 
long since, I saw an appendix so placed, with the 
tip buried and abscessed. The symptoms and 
clinical picture resembled rather those of an 
acute cholecystitis. The history of a previous 
attack will often help materially, through the 
symptomatic clarity incidental to first attacks, 
to throw light upon the picture. 

I have a rough and ready way of dividing 
the area of search when the problem of acute 
abdominal pathology has to be met. First, is it 
above or below the diaphragm? Second, if 
below, is it within or without the peritoneum? 
"Tis evident such a classification is broadly 
clinical, and adopted for convenience. In 
children particularly one may have great diffi- 
culty in deciding between an acute appendicitis 
and a right sided pleurisy, or pleuro-pneumonia 
involving the diaphragmatic pleura. Not in- 
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frequently a child comes to my service in the 
Vietoria General Hospital with a diagnosis of 
acute appendicitis, in whom the real trouble 
is pleuro-pneumonic. Our judgment is best 
founded on the abdominal examination. An 
appendicitis may co-exist with a pleurisy, pneu- 
monia, or a bronchitis. It is a clinical fact that 
a pneumococeus infection of the lung and pleura 
may be a close first cousin of a similar one in 
the peritoneum. Hence, examine the abdomen 
thoroughly. Muscular rigidity and tenderness 
may be present in both, but if the infection is 
above the diaphragm, the muscular rigidity is en- 
tirely reflex through thoracic nerves and careful 
palpation should reveal it. It can not be done in 
ahurry. Sitting by the bedside gently palpating 
the abdomen for fifteen or twenty minutes often 
reveals the character of the abdominal muscle 
hardness. The right rectus has a secret to tell, 
and with care and tact you may coax it away. 
It is the staunch and faithful protector of the 
delicate and highly sensitive peritoneum, and if 
this organ is not being attacked, it is likely to 
relax the vigil it has temporarily taken on out 
of sympathy for a remote organ and thus give 
the secret away. The rectal examination, never 
to be ignored, is particularly useful in such eases. 
In a child, in determining the presence or 
absence of an inflamed appendix, the examining 
index finger can readily reach over to the right 
iliac region. A mass can be detected and tender- 
ness noted. As between an acute appendicitis 
and a right sided pleuro-pneumonia, the rectal 
examination often clears the issue at once. Of 
course, the presence of cough, high temperature, 
rapid respirations and high leucocytosis all 
point to a pulmonary source. They are not 
conclusive, however, and it is a good rule io 
assume that the lesion is abdominal until the 
negative is proven by a close diagnostic search. 
This brings the crux of your judgment on the 
abdominal examination, which is the point I 
emphasize. 

At the risk of staging your undergraduate 
days in clinical surgery, I shall say a word 
about palpation. In acute abdominal conditions 
I have not found much help in what are called 
superficial reflexes. That perhaps is my fault. 
But I do feel that one can study every mood of 
the abdominal musculature by careful, patient, 
prolonged palpation. With the patient’s con- 
fidence won, tender areas are defined, and what 
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is more important, the localization and degree 
of muscle hardness. Pain and tenderness are 
in a large degree subjective, and their interpreta- 
tion may suffer from what we have all many 
times observed; namely, the individual’s toler- 
ance or susceptibility to pain. The nerve 
mechanism which throws a portion or the whole 
of the belly wall on guard is automatie and 
definite; and may give us evidence of an intra- 
peritoneal pathological condition when pain or 
tenderness is absent. Study, therefore, the 
temper and the moods of the abdominal wall with 
the palm of the hand moving slowly and 
lingeringly over the whole field. The maximum 
area of rigidity, and pain if present, with lines 
of decreasing resistance extending out from it, 
leaves a conviction which nothing else does that 
you are near the enemy’s camp. 

Two years ago I saw a middle aged man three 
hours after a perforation of the pylorus. His 
knees were drawn up, abdomen scaphoid and 
rigid as a board. He said he had a sharp pain 
when the attack began, but was now feeling com- 
fortable. He had had no morphia. A history 
of fifteen years of indigestion and the clinical 


picture he presented, made a diagnosis of perfor- 


ation inevitable. His comparative relief from 
pain made it difficult for me to convince himself 
and his household that immediate operation was 
necessary. He refused to go to the hospital in 
an ambulance; and, when I saw him walk down 
unaided and step into his son’s car, I had an 
uneasy sense of being on the wrong track. The 
operation, an hour after, disclosed a perfora- 
tion in the pylorus which was leaking fast. 
Already there were puddles of stomach contents 
in the peritoneal fosse, and a large one in the 
bottom of the pelvis. The upper peritoneum had 
that angry, irritated look, which one remembers 
so well, and is the usual phenomenon when an 
irritating chemical substance breaks its bounds 
and runs amuck in the unguarded peritoneal 
cavity. This ease is taken from a number of 
acute perforations, because it supports the obser- 
vation that, while severe pain is the rule, it is 
not so reliable as muscular rigidity, and the 
patient’s clinical history. 

With all that has been spoken and written on 
the subject, I think the appendix still claims 
the greatest number of fatalities. It is by far 
the most frequent acute abdominal ailment. It 
is, too, the most curable of them all. Until some- 
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thing better comes, the inflamed appendix should 
be removed at once. To let it go on waiting for 
resolution is, to say the least, a precarious 
business. There is a dictum to the effect that, 
given an acute abdomen, and the clinical evidence 
is not diagnostie of any condition in particular, 
you are safe in calling it appendicitis. There 
are many reasons why the symptoms of appendi- 
citis may be erratic. Some have already been 
mentioned. Never lose sight of the fact that it 
is not a real organ, but an intestinal tail which 
may vary much in length; may hang down into 
the pelvis; may reach across the middle line of 
the abdomen; may curl up under the cecum; 
may attach itself ta the omentum and be pulled 
about with the ebb and flow of intra-abdominal 
pressure ; may bury its tip in the retro-peritoneal 
tissue, and, becoming inflamed, set up a most 
severe cellulitis in this region. Its inherent 
powers for mischief are very great; and it seems 
to me there is no end to the pathological vagaries 
of an inflamed appendix. The surgeon alone 
knows the real pathology of the appendix, be- 
cause he sees it in action. He sees it in its 
favorite réle of infecting other organs. He sees 
it in its relation to its neighbours, which is as 
good an observation in pathology as it is in 
sociology. 

Between the ages of two and seventy a history 
of acute abdominal pain, vomiting (or nausea 
without vomiting), slight rise of temperature 
and pulse, constipation, tenderness and some 
muscle hardness in right iliae region, this latter 
becoming more definite as the hours pass, 
means appendicitis. The evidence is positive, 
and your diagnosis as certain as one has any 
right to be of any diagnosis. The doctor sees 
the case and points out the possibilities,—reso- 
lution, perforation into the unguarded peri- 
toneum or into a well walled off area, abscess 
formation with local or general peritonitis, 
gangrene, etc. As the case is typical, he feels 
there are thirty-six hours or so of comparative 
safety during which an operation may be per- 
formed. This is generally true; but there are 
exceptions, and the exceptions are likely to go 
in the tragedy list. If the beginning of the 
pathological process in the appendix always 
corresponded in time with the appearance of the 
symptoms, our responsibility would be greatly 
relieved. We know the appendix may ulcerate 
into the peritoneum without any symptoms up 
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to that point which arouse the patient’s fears. 
Hence, the very first symptoms the doctor may 
find, perhaps an hour after the pseudo-beginning 
of the attack, may lead him into the the error 
of diagnosing acute appendicitis, with the usual 
twenty-four hours or so of safety in which to 
operate. Here is a case in point. A college 
professor, subject to attacks of what he called 
indigestion, felt a slight abdominal discomfort 
during the afternoon while about his work. He 
thought it was one of his usual attacks coming 
on, and took the precaution to ease up on his 
evening meal. An hour later he was seized with 
severe abdominal pain, vomiting, tenderness in 
right iliae region, slight temperature and pulse 
disturbanee. He was seen by a physician who 
diagnosed acute appendicitis, and feeling there 
were still some hours of safety, gave him, mor- 
phine and decided to await developments of the 
night. The morning picture showed a very hard, 
dull lower abdomen and a very sick man. He 
was operated on at once. A perforated appen- 
dix and the lower abdomen filled with pus, was 
the condition found. While something must be 
left to the physician’s judgment, for he alone 


is in intimate touch with the individual ease, 
and in possession of what evidence there is to 
determine a margin of safety, yet there are 


real dangers in delay; practically none in 
prompt action. Be sure you are at the beginning 
of the attack before you put your marks down, 
and then, when quite satisfied on the point, 
remember that, with the appendix, things are 
not always what they seem. 

The differential diagnosis of acute appendi- 
citis from acute pelvic conditions may present 
difficulties. Frequently operative urgency is 
common to both, so that in such eases the pa- 
tient’s interests are safe whichever the diagnosis 
be. More than once I have operated for acute 
appendicitis and found a right sided ovarian 
cyst (goose-egg size) twisted on its pedicle, free 
fluid in the peritoneal cavity and all other signs 
of a right sided peritonitis. The error in diag- 
nosis is more likely to be made where the 
strangulation of the ovarian pedicle is not com- 
plete. Where the strangulation is complete, the 
symptoms are more violently abrupt and localize 
themselves earlier than in acute appendicitis. 
Two years ago, I operated on a young student 
with very definite symptoms of appendicitis; 
abdominal pain, vomiting, a rise in temperature 
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and pulse. The oncoming of the attack was not 
just altogether typical, but definite enough. He 
said it began the day before, after a game of 
football in which he was kicked in the abdomen. 
Operation showed an orchitis, probably trauma- 
tic, in an undescended intra-abdominal testicle. 
Had I examined the scrotum, as one should al- 
ways do where right sided pain is the issue, I 
should probably have been able, from the history, 
to arrive at adiagnosis. Remember the appendix, 
with all its pathological resource, has not a 
monopoly of right sided pain and tenderness. 
When a patient tells me the pain began in the 
right side, and has either remained there or has 
extended over the abdomen, and I find on care- 
ful questioning that there was no initial pain 
about the midddle of the abdomen; in other 
words, that the pain did not start about the 
umbilicus and ‘‘spread’’ to the side, I assume 
that this is not appendicitis until I have proven 
it is nothing else. The pain of a pregnant tube, 
congested ovary, salpingitis, stone in right 
ureter, or right pyelitis, is usually localized 
from the beginning of the attack. 

When a pregnant tube ruptures, and there is 
a large hemorrhage, the diagnosis should be 
easy. A right sided ectopic is, however, to be 
differentiated occasionally from an acute appen- 
dicitis. There is often a slight rise of tempera- 
ture and pulse and a leucocytosis as high as 
15,000. Pregnancy of the uterus or tube is 
essentially concerned with the genital tract, and 
you will generally find some sign or symptom 
associated with the function of this tract. A 
missed period is of value only in a patient whose 
previous menstruation has been regular, and 
uterine discharge is not a constant symptom of 
a pregnant tube. This should be remembered 
before ruling out tubal pregnancy. Free blood 
in the peritoneal cavity does not throw the 
abdominal muscle into the same degree of 
rigidity as obtains in peritonitis or perforation 
of the stomach or intestine. 

For the patient’s interest (which is the only 
one) no great harm comes when, under excep- 


tional symptomology, one is unable to decide the 


exact nature of the acute condition. Each one 
beckons the surgeon into the abdomen, and 
while we aim at efficiency in exact diagnosis, we 
must not stand by to await further evidence 
when action is the urgent call. I have occa- 
sionally had great difficulty in differentiating 
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between a tubal and a uterine pregnancy. Given 
a uterine pregnancy with some pre-existing 
damage to a fallopian tube, and an abortion 
threatening, and you will have a clinical picture 
which is hard to interpret. Considerable pain 
may be present to the right or left of the uterus. 
Inability to decide between the two is a reason- 
able indication to ‘‘ wait and see’’. If uterine, 
the evidence will soon be conclusive and the 
danger of waiting and watching for a few days 
is not particularly great in an early ectopic. 

Intestinal obstruction is a common enough 
cause of the acute abdomen. Early observation 
is imperative. There may be local evidence of 
the condition, as where a loop of bowel or bit 
of omentum is caught in a hernial opening. 
Indeed no examination of an acute abdomen is 
complete without thorough examination of the 
hernial sites. The absence of a lump in or 
about the inguinal and femoral canals is no 
guarantee that a strangulated hernia does not 
exist. The finger should be worked well up 
through the external ring. It is not easy to do 
this in the ease of the femoral ring; but, if a 
small knuckle of bowel or omentum is caught 
here, you will detect local tenderness. The 
presence of abdominal scars suggests either a 
strangulation in a badly healed wound, or from 
adhesions within the peritoneum. Remember 
that even the most perfect operator leaves behind 
him, when he finishes his operation, enough 
trauma of the peritoneum to produce a crop of 
adhesions. And there is a most striking 
difference in individual capacity for forming 
adhesions. In some patients they are absorbed 
readily, after serving, doubtless, a useful pur- 
pose. In others, they persist indefinitely, 
forming semetimes pockets or nests into which 
coils of intestines may become herniated and 
strangulated. I need hardly say, of course, that 
adhesions may also exist where there has been 
no previous operation. Other causes of internal 
strangulation may be due to rents in the 
mesentery and hernation into the foramen of 
Winslow, volvulus, ete. 

Another réle of adhesions in the abdomen is 
to mix up pretty badly our text-books’ descrip- 
tion of gastric and duodenal perforations. As 
an ulcer reaches to or near the peritoneal coat, 
adhesions may form about the area. The 
omentum, with almost conscious precision, may 
take a big part in the barrier; and by and by, 
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when the ulcer breaks the peritoneal coat, and 
stomach contents begin to sieve through, the 
classical symptoms of acute perforation may not 
be present. Instead there is evidence of localiza- 
tion. Later pyogenic organisms enter the area 
and a real localized abscess results. I saw one 
such ease a few years ago which had been 
diagnosed as an appendical abscess. The leak 
had worked down through a block of adhesions 
from the duodenum, and in the manner 
indicated, went on to suppuration forming a 
swelling under the right rectus well down the 
abdomen. The operative technique here is im- 
portant and difficult; for soiling of general 
peritoneum is hard to avoid. Carefully getting 
into the abscess cavity, cleaning out and packing 
with gauze is about as much as one has any right 
to attempt. A subsequent operation may be 
ealled for when the field is rendered surgicall 
clean. 

Acute intestinal obstruction has its vagaries, 
like most things in the abdomen. It seems 
strange that an annular carcinoma of the colon 
can go on and produce no symptoms until com- 
plete obstruction occurs. Unless there is twist- 
ing of the bowels at the site of growth, there 
is no strangulation at first, and hence there is 
no severe pain there. Gradual distension, 
nausea, obstinate constipation, and finally severe 
pain. At the cancer age, a patient with such 
symptoms probably has cancer of the colon. If 
he gives a history of loss of weight, indigestion, 
constipation, ete., the evidence is strong, but the 
absence of such history does not negative the 
probability of cancer. 

Besides perforation of peptic ulcers the upper 
abdomen gives us the problems of acute or 
chronic gall bladder conditions, and acute or 
chronic pancreatitis. My impression is that few 
clinicians go wrong on acute disease of the gall 
bladder. The signs and symptoms are pretty 
definite, and the text-book descriptions are 
pretty well standardized and satisfactory. The 
chronic gall bladder, like the chronic appendix, 
opens up a vista of diagnostic speculations 
which I cannot touch here. : 

The presence of sudden violent epigastric 
pain, with shock, feeble pulse, sub-normal 
temperature, persistant vomiting, tenderness 
over epigastrium and, altogether, illness out of 
proportion to what you might expect from any 
other acute abdominal condition, probably means 
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acute pancreatitis. 
rare disease. / 
No phase of surgery calls for more resource 
than abdominal injuries. It is a time of trial 
in one’s professional life. If ever there is an 
occasion when one suspects the shortcomings of 
design in not providing a peep hole commanding 
a view of the intra-peritoneal contents, it is 
just on such an occasion. The injuries naturally 
divide for clinical purposes into those (1) that 
perforate the abdominal wall, and (2) those 
that are not perforating. The former belong to 
wounds by bullets, knives or such like. How 
should we deal with such cases? If one sees the 
case immediately after the wound has been in- 
flicted and there is no reason to doubt that the 
bullet, or knife, or whatever the instrument was, 
has passed through the peritoneum, then ex- 
ploratory laporatory is the rational procedure. 
It is surely playing a frenzied game with the 
gods of chance to stand off, and hope that, in 
some way, the closed up ranks of abdominal 
viscera have broken and side stepped and 
ducked in order to let the invading weapon pass 
by. This rule should stand, regardless of the 
symptoms at this time, for unless there be a 
severe hemorrhage the evidence of a severe 
visceral lesion during the first two hours or so, 
may be vague and uneertain. If the case is 
seen first, after from five to ten hours from the 
affliction of the wound, when there is time for 
symptoms to develop such as peritonitis, dullness 
in the flanks, muscle rigidity, tenderness, pulse 
and temperature, the question of operation 
should then, I think, be judged largely on the 
clinical picture with operation at hand if you 
can negative the wounding of a hollow viscus. 
When there is no perforating wound of the 
abdominal wall, the call on your judgment is 
greater still. One should study carefully the 


It seems a comparatively 


Upper Respiratory Infection as Cause of 
Cholera Infantum.—Philip C. Jeans and Mark 
L. Floyd, lowa City, direct attention to mas- 
toiditis and nasal sinusitis as causes of ‘‘cholera 
infantum’’ and record further evidence, partic- 
ularly in regard to sinus disease, that these in- 
fections are at least a common cause of the clini- 


cal picture. There is a relationship between 
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exact nature of the blow, or crushing, or what- 
ever the traumatic agent may have been. ‘hic 
liver and spleen are the ones most exposed to 
injury. Hemorrhage and shock are the early 
outstanding symptoms; when there is crushing, 
as from a heavy wagon passing over the abdo- 
men, these organs can hardly escape injury. 
The kidneys and bladder, too, may be contused 
or ruptured. Each of us will approach the 
problem in his own way, I suppose. Personally, 
I seek to eliminate, if I can, the renal tract from 
the field of investigation. Catheterization of 
the patient will show reasonably well the con- 
dition of the bladder. It reveals good evidence, 
too, of the condition of the kidneys, taken with 
eareful palpation of the loins. In other re- 
spects the procedure is much the same as in the 
perforating wounds. If you are in doubt, and 
the condition of the patient will warrant the 
extra trauma of an operation, it is probably 
true that his best interests lie in that direction. 
The presence of dullness in the flanks, from 
hemorrhage, is not in itself an indication for 
laporatory. Here again the time which has 
elapsed from the infliction of the injury is a big 
factor in determining the course you should 
pursue. 

Three years ago a man was brought into the 
Victoria General Hospital suffering from pro- 
found shock, from which he died shortly after 
admission. He had sustained a blow on the 
abdomen from a piece of timber. The autopsy 
showed a piece of liver nearly as large as a fist 
completely broken off and lying loose in the 
peritoneal cavity. There were but slight signs 
of injury to the abdominal wall itself. 

In conclusion, let me apply the Hippocratic 
aphorism to most acute abdominal disorders: 
‘*In acute diseases it is not quite safe to prog- 
nosticate either death or recovery.’’ 


upper respiratory infection and a clinical pic- 
ture corresponding to what has been described 
under the term cholera infantum. In recent 
years all patients presenting this clinical picture 
who have come under the authors’ observation 
have had either mastoiditis or paranasal sinusitis 
or both as the apparent underlying cause of their 
disturbance.—J.A.M.A., July 24, 1926. 


















HE medical profession of British Columbia 

is deeply interested in the subject of goitre, 
for it is a very common disease in the province, 
and as the outlying districts become opened up 
and settled new areas with marked goitrous 
tendencies will arise. By goitre, of course, I 
mean simple or endemic goitre, which is known 
to have an especially high incidence in those 
countries whose configuration is marked by lofty 
mountains, deep valleys and glacial streams. 

Our public health officers, physicians of the 
school board, and members of the profession 
generally, must be equipped with the best 
knowledge that science can give them to prevent 
the widespread occurrence of this disease and 
its sequele. 

There are two outstanding examples of racial 
freedom from goitre confronting us on the 
Pacifie littoral; our own Coast Indians on the 
one hand, and the great Japanese race across 
the ocean on the other hand. Professor H. W. 
Hill, of the University of British Columbia, and 
Dr. C. H. Vrooman, of Vancouver, whilst doing 
other work, recently made a survey of an Indian 
Settlement at Bella Bella, located 350 miles up 
the coast. Amongst the 185 Indians of all ages 
examined, only one young woman had a notice- 
able thyroid, and she had gone to school for 
some years at the Indian school at Sardis near 
Chilliwack in the Fraser Valley. In July 1926, 
these observers, with Dr. A. S. Lamb of Van- 
couver, examined 300 additional Indians located 
at other Indian coast villages and found no 
goitre present. One child had a faintly percep- 
tible thyroid isthmus. The food of these Indians 
is almost altogether salmon, salmon eggs and 
seaweed. 

Drs. Hamilton and McRae, of Winnipeg, in 
their recent article (Jour. of the Can. Med. 
Assn., October, 1925) state that after examining 
numbers of schools in Manitoba they found that 
the only school which gave 100 per cent free- 





* A contribution to a symposium on goitre given 
at the annual meeting of the Canadian Medical Asso- 
tiation, Victoria, June, 1926. 
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dom from goitre was the Indian school at 
Waugh, close to the intake of the Winnipeg 
water supply, and I feel sure that it is very 
probably the diet which protects these pupils. 

The Alberta goitre survey reports 9.4 per cent 
of goitre amongst Indians, waich goes to prove 
that this race is just as subject to the disease 
as are other races. 


As regards the Japanese, Fukushima, at the 
Royal University of Tokyo in 1922-23, found 
that the average iodine content of the thyroid 
gland of the adult Japanese is higher than that 
of the gland in adult Europeans as reported 
by various European investigators, and the 
Japanese we know to be great eaters of sea plants 
and animals. Dr. White, physician to the 
Vancouver public schools informs me that the 
Japanese children born here and eating the same 
food as we eat, have the same incidence of goitre 
as other Canadian born children. 


To Baumann in 1895 we owe the discovery 
that the thyroid gland contained a greater per- 
centage of iodine than did any other portion of 
the body. 

To the investigations of David Marine we 
owe the knowledge that a decreased amount of 
iodine below one tenth of one per cent was co- 
incident with an increase in the size of the gland 
and that a certain amount of iodine intake was 
evidently necessary for the normal functioning 
of the gland. 

McCarrison’s illuminating researches in India 
have taught us the importance of the cleanliness 
of food and drink as a means of preventing this 
disease, and that although it had been shown 
by others that diets with excess of fats 
or proteins would cause goitre in animals, 
McCarrison showed that excess of carbohydrates 
did not affect the gland. 


Recently in his Hunterian lecture Sir James 
Berry, after forty years’ study of the occurrence 
of goitre and its possible cause, says that he finds 
a definite relationship between this disease and 
the character of the water supply. ‘‘That goitre 
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does not manifest itself in the highest altitudes 
of lofty mountains, but rather in the lower parts 
and in the foothills— in mountains where active 
denudation or erosion is taking place.’’ He 
draws attention to the turbid streams of the 
goitrous regions of the Alps and Himalayas and 
enunciates the belief that it is the fine inorganic 
material in suspension in these turbulent 
streams, probably of calcareous origin, that we 
will find to be, if not the actual poison, at any 
rate an accompanying factor causing goitre. 
Some years ago Dr. Shepherd of Montreal went 
out to Calgary to investigate and advise regard- 
ing the prevalence of goitre amongst the school 
children of that city. He advised the boiling of 
the drinking water, when the Bow River was in 
freshet. Evidently, like Sir James Berry, he 
considered that murky river water carried some- 
thing which) caused enlargement of the thyroid 
gland. I feel that we must agree with these 


eminent observers in giving to turbid mountain 
streams some contributory influence in causing 
this disease. 

In 1923 McClendon and Hathaway reported 
the results of a large number of analyses of 


drinking water for iodine content taken from 
various places in the United States. Their find- 
ings showed that the greater the quantity of 
iodine in the water the less the incidence of 
goitre. This was corroborated in 1924 by Olin 
in Michigan. He examined drinking water from 
four widely separated counties, and also had 
goitre surveys made of the school children of 
those counties and found that there was a very 
definite relationship between the incidence of 
goitre and the paucity of iodine in the drinking 
water. 

Marine and Kimball’s work amongst school 
children of Akron, Ohio, in 1917 over a period 
of two and one-half years, yielded very striking 
results. They gave 30 grs. potassium iodide— 
3 grains a day for ten days—twice a year. 

Marine states that iodine may be administered 
in any form or by any means, inhalation, inges- 
tion, application to skin or by injection. The 
ideal method is still to be worked out, and he 
states that ecretinism or partial cretinism can 
only be prevented by the administration to 
mothers in goitrous districts during pregnancy 
and lactation of a minute dose of iodine regularly 
(10 mg. weekly). 

The Swiss Goitre Commission in 1922 recom- 
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mended the introduction of state-wide prophy- 
lactic measures, either (1) use of salt containing 
2-5 mg. iodine per kg., (2) for school prophy- 
laxis, tablets of iodo-stearin containing one mv. 
iodine at weekly intervals. 

In 1924 I reported on the conditions of goitre 
existing in the Pemberton valley of this province. 
This valley is fifty-five miles from the sea, is 
about sixty miles long and one and one-half to 
two miles wide, and lies in a north westerly and 
south easterly direction, and is watered by a 
glacial stream, turbid and muddy for six months 
of the year. The incidence of goitre increased 
as one went up the valley, and at a point eleven 
miles up, at Mr. John Ronayne’s farm, prior to 
1918 all the domestic animals—horses, cows, 
goats, pigs, chickens, and geese, suffered to such 
a degree with this disease that the offspring of 
the above animals when born or hatched in 
spring were either born dead or lived but a few 
hours. The exceptions to this were very rare. 
Any offspring of these animals born in the fall 
would live, though they might have indications 
of goitre at birth. New settlers coming into the 
valley would almost invariably show a goitre in 
three months’ time. In 1918 Dr. Marine advised 
Mr. Ronayne to give the animals and human 
beings small amounts of iodine, and since that 
time goitre is practically unknown in that 
district. 

During the past two years through the kind- 
ness of Professor R. H. Clark, of the Chemistry 
Department of the University of British 
Columbia and of Dr. H. W. Hill and Dr. R. E. 
Coleman of the Vancouver General Hospital 
Laboratories, I have been able to have a number 
of samples of water examined for their iodine 
content. 

The method followed was that of McClendon 
—twenty-six and one-half gallons of water were 
boiled down to a quart or less and then the 
sample sent on for analysis. On two occasions 
the Upper Lillooet River water at Mr. 
Ronayne’s has been thus sampled—twenty-six 
and one-half gallons boiled down and afterwards 
analyzed. The first sample collected in Novem- 
ber, 1923, and analysed by Mr. Offord, of the 
Department of Chemistry in the University, gave 
102 parts iodine per 100 billion parts of water. 
To corroborate this finding I had another sample 
secured in April, 1925; a perfectly new 
enamelled dish with enamelled cover was pur- 
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chased for this boiling-down process. Miss D. 
E. Kerr, at the Vancouver General Hospital 
Laboratory, did the analysis and found 103 
parts per 100 billion parts of*water. We feel 
certain, therefore, that there has been no mistake 
in our findings. 

On more than one occasion a man suffering 
from goitre has gone to work at the Hatchery on 
the Birkenhead River, a mile above the point 
where this river flows into the Upper Lillooet, 
and about fifteen miles from Mr. Ronayne’s, and 
after residing there for some time has lost his 
voitre. An examination of the Birkenhead River 
water collected at the Hatchery and analyzed by 
Miss Kerr, shows a complete absence of iodine. 
It is probable that anyone residing at the 
Hatchery would consume a certain amount of 
salmon. 


CHaRT I. 





The outstanding features of our observations 
in regard to goitre in the Pemberton Valley are: 
(1) The severe type of the disease prior to 1918 
when iodine was introduced, the administration 
of which in small amounts during the spring 
months eliminated the disease from the valley. 
A letter from Mr. Ronayne on June 4, 1926, says 
‘‘T never hear of any eases of goitre any more 
amongst neighbours’ cattle. Of course the 
iodine bottle plays its part in every farm here 
now.’’ 

(2) The presence in the river water at Mr. 
Ronayne’s of an amount of iodine which, accord- 
ing to Prof. McClendon would class this district 
in the iodine-rich class. In fact, according to 
the amount of iodine in the water, this district 
should have only a moderate amount of goitre. 
Rochester, N.Y., according to MeClendon’s 
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analysis has 107 parts iodine per billion parts 
of water, which is close to our findings in 
Pemberton Valley water. Rochester, N.Y., must 
have a noticeable amount of goitre as it is one 
of the cities in America where the experiment 
of placing a certain amount of iodine in the city 
water was to be tried. 

(58) The finding of a complete absence of 
iodine in the water of the Birkenhead River at 
a point where the residents (150 Indians on the 
reserve and a few white people employed at the 
Government Hatchery one mile up the river) are 
free from goitre. One must realize in connection 
with these inhabitants that they eat (particu- 
larly the Indians) smoked salmon all through 
the winter season, and various kinds of river 
fish during the summer months. . 


CuartT IT. 


IODINE IN WATER 
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* Recent surveys made by school physicians. 








We have had samples of drinking water boiled 
down in various cities of British Columbia and 
analyzed for their iodine content. The unique 
feature of these results is that in practically all 
except the Kamloops sample, the clear water 
samples, or samples with least turbidity or 
murkiness, had the least amount of iodine con- 
tent, and that, given a turbid sample with con- 
siderable sediment, then we found iodine present ~ 
in fair proportions. This was clearly shown in 
our findings in the Lillooet River water and in 
the Greenwood city water, which was about 
one-half as turbid as the Lillooet water. 

Whatever may be the cause of goitre one thing 
we do know is that, where the disease exists in 
a new district the administration of small 
amounts of iodine by mouth acts in a miraculous 
way in clearing up the trouble. Therefore, to 
prevent this disease an adequate supply of 
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iodine must be taken into the system through 
the food we eat, the fluids we drink or the air 
we breathe. There are many sea foods which 
contain iodine and where possible everybody 
should incorporate a certain amount of these in 
their daily diet. 

The next question that confronts us as a pro- 
fession is, do we know enough about the 
administration of and its effect, to 
warrant us in giving this drug in a community 
way as a wholesale public health measure of 
prevention? 

Our knowledge of the action of iodine is far 
from complete, although in the last few years 
some new knowledge has been contributed in 
regard to its use. Dr. Henry Plummer in a 
brilliant way conceived the idea that iodine in 
fairly large amounts should be helpful in treat- 
ing exophthalmie goitre. He was able to apply 
this clinically at once and a very valuable con- 
tribution to our therapeutics of this disease 
resulted. 

A number of observers in Europe and on this 
continent have drawn attention to the harmful 
effects that under some circumstances may result 
from continued use of iodine. 


iodine, 


They have found 
that when it is employed for the prevention or 
eure of goitre without due medical supervision, 
used in quack medicines or taken as iodized salt 
in irregular amounts for a long period, serious 
toxic symptoms may be provoked. 

Birker, of Aarau, Switzerland, states that the 
carrying out of systematic iodine treatment has 
its dangers. Although he favours the use of 
iodine as a preventive measure he thinks that 
it will take almost a lifetime before we know its 
action completely. He states that the immediate 
result in Switzerland has been a great increase 
in the number of toxie goitres; that at least 
2000 Swiss people have consulted physicians for 
the symptoms provoked by iodized salt; and 
that in his own clinic, where operations for 
goitre formerly showed 2 to 5 per cent of cases 
with toxic symptoms, now his records show that 
20 to 25 per cent are toxic cases; some clinics 
in that country report as high as 50 per cent of 
toxie cases. 


I have felt that in my own experience toxic 
adenomatous cases were increasing in frequency 
as compared with those of exophthalmic goitre, 
and in a recent communication from the Mayo 
Clinic Plummer states that the ratio of adeno- 
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matous goitre to exophthalmic goitre in that 
clinic during the past three years has been one 
to two and Plummer considers both to be on the 
increase. F 
Jackson, of Madison, Wis., in an article 

(Jour. of the A.M.A., Aug., 1925) and Hartsock, 
of Cleveland (Jour. A.M.A., May, 1926) report a 
striking inerease in the number of cases of 
iodine hyperthyroidism during the last year or 
two, Hartsock reporting about thirty-nine cases 
from the use of iodized salt which had occurred 
during the last six months. During the last year 
I have had two eases of iodine hyperthyroidism, 
one a girl of sixteen who had been taking iodine 
for some time, one a girl of fourteen who had 
taken crude salt for a couple of years; also a 
woman aged thirty-seven who had an adenoma- 
tous goitre and in whom some toxic symptoms 
arose after a few weeks’ use of iodized salt. 

Birker, of Switzerland, whose article I quoted 
above, states that iodized salt gives a much 
larger proportion of the toxic cases than does 
the use of tablets of iodo-stearin and he suggests 
that this may be due to a much slower absorp- 
tion of the iodine in the stearin tablet form. 

The difficulties we are confronted with in the 
use of iodized salt in a community way are that 
everybody is reached, and in large communities 
many are already the subjects of an unstable 
thyroid condition or of an actual pathological 
condition and in such the use of iodine may give 
rise to a toxic condition. Not only adults, but 
quite a number of adolescents between the ages 
of ten and twenty have been affected. 


Conclusions 


1. In British Columbia we find a greatly in- 
creased incidence of goitre where the drinking 
water is of a turbid, murky character, and we 
consider that there is something in this type of 
water, organic or inorganic, which, definitely 
influences the occurrence of goitre. 

2. These turbid drinking waters are not 
necessarily iodine-free but may contain this 
element probably in an unassimilable form. 

3. The daily contribution of iodine to the 
human body from drinking water in many cities 
of British Columbia is practically nil. 

4. It is desirable, therefore, that as far as 
possible through boards of health, health officers 
and the medical profession in general, the people 
in goitrous countries should be taught the im- 
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portance of the use of sea fish, fresh or canned, 
seaweed, oysters, clams and other sea products 
as a means of preventing the disease. An 
article by Jarvis, Clough and Clark (Jour. 
A.M.A., May 1, 1926) shows the large amount of 
jodine earried by the various kinds of canned 
salmon. 

5. That those who have developed a goitre in 
a newly settled district or in a district where a 
so-ealled sporadic outbreak of goitre has oc- 
curred recently, should be given iodine in small 
doses as a curative measure and others may take 
it as a means of prevention. 

6. That in larger communities where every 
gradation of thyroid activity and morbidity 
exists, the continued use of iodine, whether given 
as iodized salt, or taken in quack nostrums, or 
taken by the lay public themselves for the cure 
or prevention of goitre is not infrequently a 
cause of toxic symptoms. 

7. That where iodine is used as a school pro- 
phylaxis every child should be thoroughly 


Inheritance of Epilepsy.—In a series of 200 
epileptic patients, a family history of the disease 
has been found by Brain in 28 per cent, as com- 
pared with a figure probably under 10 per cent 
in a control series from a hospital population. 
The onset of the disease occurs in the first decade 
of life in a larger proportion of those with a 
family history of epilepsy than of those without 
such a history. There was a history of early 
convulsions in 28 per cent of 176 epileptic per- 
sons. Early convulsions were almost twice as 
common in epileptic persons with a family his- 
tory of the disease as in those with none. Epi- 
leptie patients have been found to transmit the 
disease to about one in twenty of their offspring, 
but considering the probable error of the small 
numbers, little stress can be laid on this propor- 
tion. The proportion of first-born among epi- 
leptiec persons is twice as high, and of second- 
born children half as high again, as in the section 
of the population from which the patients were 
drawn. It is suggested that the increased liability 
of first-born children to receive cerebral injury 
at birth is a factor likely to be responsible for 
the inereased proportion of first-born among epi- 
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examined by a physician before any iodine ad- 
ministration is undertaken. 

8. That in that case all children over the age 
of puberty should also be re-examined monthly 
by some person competent to recognize toxic 
thyroid symptoms, to be sure that hyper- 
thyroidism has not been provoked. 

9. That in goitrous districts to prevent cretin- 
ism and myxedema iodine should be given to 
expectant mothers in doses of 10 mg. weekly 
during pregnancy, but that care be taken to 
avoid stimulating an adenomatous thyroid. 

The profession should realize that it is not 
necessary to have an enlarged thyroid to have 
toxic symptoms, that in adolescence the follow- 
ing signs and symptoms suggest thyroid 
toxemia: a constant pulse rate of over eighty, 
paroxysmal attacks of rapid heart action, tremor 
of the hands, increased nervousness, easily in- 
duced fatigue, lack of application, indigestion. 
increased blood pressure and pulse pressure and 
a raised metabolic rate. 


leptic persons. The incidence of insanity among 
the relatives was found to be no higher than in 
the general population. The facts are held to 
indicate that a predisposition, which in at least 
28 per cent of cases is inherited, is an etiologic 
faetor in epilepsy—Quar. Jour. Med., April, 
1926. 


Case of Malta Fever.—Henry S. Acken, Jr., 
Brooklyn, as an instanee of the Malta fever 
which he says is endemic in the United States, 
reports a case in which three known periods of 
pyrexia (up to 103), characterized by head- 
ache, abdominal soreness, weakness, chills and 


sweats and no joint pains, occurred. The physi- 
cal findings were negative. The spleen was never 
palpable. There was a lymphocytosis, with the 
blood picture gradually returning to normal. 
Positive agglutination with M. melitensis and the 
Re- 
covery was spontaneous without specific treat- 


ment.—Jour. Am. Med. Ass., May 29, 1926. 


closely related B. abortus was obtained. 





THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


THE MEDICAL ASPECT OF GOITRE* 


By A. H. Gorpon, M.D. 


Montreal 


LINICAL medicine stands on two legs, path- 
ology and therapy, and from the viewpoint 
of clinical medicine goitre is no different from 
that of any other disease: and its clinical aspect 
includes its pathology and its therapy; medicinal, 
radiological and surgical. My present purpose, 
however, is limited, and will present goitre in its 
medical aspect only, leaving its pathology and 
perhaps much of its therapy to be discussed by 
my friends who precede and follow me. I must, 
however, ask your indulgence if, from time to 
time, or all the time, I encroach to some degree 
upon the legitimate fields of epidemiology, sur- 
gery and radiology while making some general 
observations upon the portion of the subject 
which has been allotted to me. 

As a text is officially necessary to a sermon so 
a classification is more or less essential to this 
discussion, and the following one is a useful guide. 

Classification: 

1. Adolescent. 

2. Simple adenoma. 

3. Tumours. 

4. Inflammations. 
(a) Acute thyroiditis. 
(b) Tuberculosis. 
(ce) Syphilis. 

5. Toxie adenoma. 

5. Exophthalmic or hyperplastic goitre. 

7. Iodine hyperthyroidism. 

You may or may not hear anything more about 
the classification following the analogy of a text, 
but its presentation will clarify my remarks. 

A word about the physiology of the thyroid 
gland. From the reams that have been written 
about it we may gather these fairly established 
facts :— 

(a) That it is intimately concerned with, and is 
probably essential to the orderly carrying on of 
the chemical interchange in the body which we 
call metabolism. 

(b) That its normal secretion contains iodine, 
and its active principle, thyroxin, contains iodine 
in definite chemical combination. 

(c) That insufficiency of iodine supplied to the 
gland causes a hypertrophy of its tissue, and that 

*A contribution to a Symposium on Goitre giver: 


at the annual meeting of the Canadian Medical Asso- 
ciation, Victoria, June, 1926. 


this hypertrophy may bebrought about either by 
lack of iodine in the food intake, or by some factor 
in the body which renders the iodine unavailable 
to the gland. 

(d) That there is a functional association be- 
tween the thyroid and other internal secreting 
glands, notably the sex glands in the female, and 
that feeding of thyroid to young animals causes 
early sexual maturity with early cessation of 
growth. 

From this onward we are confronted with 
theory and hypothesis, partly proven, half proven, 
and not proven, and it behooves us to keep both 
feet on the ground and wait and work for further 
light. 

Simple adolescent goitre is in causation far 
from being as simple as its name. It does occur 
frequently about puberty and most frequently in 
females, but there are many instances in which all 
members of a family, mother, boys and girls are 
affected. That it is due to an iodine deficiency is 
probable, but a family weakness of endocrine 
character showing itself at times of periodic stress 
is another factor, which may also be true. That 
adolescent goitre may go on to myxcedema is a 
fact not to be overlooked. 


Simple adenoma and cystic adenoma one may 
leave for purely surgical consideration, and the 
same may be said of thyroid tumours. They 
offer, however, many interesting points for dis- 
cussion, as for instance, the development of hyper- 
thyroidism during their course and their capa- 
city to form metastases which have active thyroid 
function. In addition, they have a tendency to 
attack bony tissues; by their vascularity they 
simulate local aneurisms, and cause regional nerve 
pains of root origin. 

There is one feature, however, of cystic ad- 
enoma which has a definitely medical bearing; this 
is the pressure on the trachea which may ensue. 
In addition to an alteration in the voice which 
this may induce, this pressure may lead to the 
perpetuation of a chronic bronchitis which may 
mask the gradual onset of almost complete com- 
pression of the trachea, and this in turn may 
occasion sudden death from asphyxia. 
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Acute thyroiditis as a medical disease may occur 
in the course of some of the acute infections, such 
as typhoid fever, and may go on to actual sup- 
puration as any other acute inflammation, and 
require surgical treatment. Another type of 
acute thyroiditis may be met with in which we 
have a sudden flaring up of adenomatous areas, 
tender to a degree, and with increased basal rates, 
without fever or with only a slight fever—and I 
speak with reservation—associated with obvi- 
ously infected tonsils. I have seen such acute 
processes subside permanently after tonsillectomy 
and the basal rate return to normal. 

Of all the medical problems relative to goitre, 
none has as much importance as the recognition 
and the treatment of what for want of a better 
name is called “toxicity.” If it were not for this 
element, goitre would be only a question of 
mechanical pressure or of appearance. With this 


factor it kecomes'a question of disabling illness 
and ultimate death. 

The simple goitre and the toxic goitre have a 
relation to each other like that of the house cat 
and the tiger—one ordinarily harmless, but per- 
haps a little treacherous; the other dangerous at 
all times and sometimes deadly. 


In what does 
the element of toxicity consist and what are its 
effects? Without exception it may be said that 
thyroid toxicity is always associated with hyper- 
thyroidism, or a quantitative increase in the active 
secretion of the gland. It is probably true that 
in hyperplastic or exophthalmic goitre an addi- 
tional element is present, but at present toxicity 
is measurable by the element of hyperthyroidism, 
and hyperthyroidism may be measured by the 
intensity of the chemical activity in the body. 
By way of illustration, we may say that the tem- 
perature of a room may be regulated by the 
amount of fire in the furnace, and the fire in the 
furnace may be regulated by the state of the 
draughts. A basal metabolism much elevated 
from a thyroid cause corresponds broadly to the 
ecnditions brought about by high fever or violent 
exercise; for in each instance there is abnormal 
destruction of body tissue. The diagnosis of 
hyperthyroidism is then of prime importance in 
the separation of so-called toxic goitres from 
simple goitres on the one hand, and from non- 
goitrous states on the other. 

Taken in order, these signs of hyperthyroidism 
are tachycardia, not a casual rapidity, but con- 
stant in spite of posture, for the body is over- 
worked even at rest, and Aub and Stern have 
shown that with hyperthyroidism in the presence 
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of heart block, the auricular rate is still rapid, 
indicating that the actual tachycardia is brought 
about through a nervous means. Tremor is a 
sign which is almost invaluable, but the ultimate 
significance of which it is difficult to explain. 
Loss of weight, is a symptom inseparable from 
increased body waste, and may be progressive 
even with good appetite and ample intake. 

Increased basal metabolic rate.—In view of the im- 
portance of this symptom something may be said 
as to the interpretation of the test. A consistent 
reading above plus 10, in the absence of fever is 
strongly suggestive of hyperthyroidism, but like 
the reading of the pulse or the respiration, this 
reading must be interpreted with a due recognition 
of its inherent possibilities of error. The mental 
state of the subject at the time of the test, some- 
times induced by prolonged waiting may increase 
the rate from 3 to 12 per cent. Restlessness due 
to hunger may do the same. Worry as to the 
nature of the test, and failure on the part of the 
technician to explain the details, may cause an 
increase of 10 per cent. Insistence upon the 
patient’s lying absolutely quiet in spite of dis- 
comfort may also raise the rate. Slight occasional 
adjustment of the body has less effect than con- 
tinual urging to lie quietly. A cold bath on the 
morning of the test, and exposure to draught 
from an open window may increase the rate 5 
or 10 per cent. Ordinarily menstruation has no 
effect on the rate, but sometimes may raise it 
considerably; but this is only true when it causes 
pain. 

For a time Dr. Rabinowitch tried the method 
of taking the metabolic rate in the afternoon after 
a light breakfast. The increase in the first hour 
after breakfast was 7 per cent, in the second only 
2 per cent, and after four hours was nil, but the 
lightness of the breakfast in some cases made the 
patient irritable and restless, and so caused a 
raised rate and the method was discontinued. 

Another factor of importance is the cyanotic 
or anoxic state of some patients, met with es- 
pecially in those with cardiac failure from hyper- 
thyroidism. The blood of these patients takes 
up oxygen as a sponge takes up water, and the 
rate measured by the oxygen consumption method 
will read up to 25 per cent higher than is justi- 
fied by the hyperthyroidism alone (5 litres of 
blood in the body and each 100 c.c. is capable of 
picking up 18 to 20 ¢.c. of oxygen). A prelimi- 
nary rest period of half an hour is thus not suffi- 
cient for cases with cardiac failure. 

Here one might mention the method recently 
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introduced by Rabinowitch, of measuring the 
rate by the estimation of the alteration in electri- 
cal resistance due to increase of carbon dioxide, 
which obviates some of the fallacies. It goes 
without saying that before even considering the 
fallacies noted above, we must first have elimi- 
nated technical errors and errors in calculation, 
and have made sure of the proper preparation of 
the patient in regard to abstinence from food and 
from exercise. Having regard for its reasonable 
limitations, we are forced to the conclusion that in 
the estimation of the basal metabolic rate we 
have an invaluable means of recognizing and of 
measuring the extent of thyroidal toxicity. Hav- 
ing then made a diagnosis of hyperthyroidism we 
have still to consider the types of disease which 
may be responsible for it. 

Three such types may be considered: 
called toxic adenoma. (2) Iodine hyperthyroid- 
ism. (3) Hyperplastic, or exophthalmic goitre; 
and these vary widely in their nature and treat- 
ment. 


(1) So- 


Toxic adenoma is the name given to a symptom 
complex found chiefly in the latter half of life, 
and of which the clinical picture is fairly definite. 
In a person who has had for years an enlarge- 


ment of the thyroid, there appears the syndrome 


of hyperthyroidism without exophthalmos. The 
patient complains of advancing weakness, ner- 
vousness and loss of weight, usually associated 
with more or less dyspncea. Physical examina- 
tion reveals a tachycardia and tremor and some 
irregular enlargement of the thyroid; in some 
instances only recognized by careful palpation, or 
by inspection in a good light while the patient 
attempts to swallow. The blood pressure is dis- 
tinctly elevated; the diastolic as well as the sys- 
tolic reading showing a rise. There is a well 
marked increase in the pulse pressure, and the 
heart is usually enlarged with the aortic second 
sound accentuated. The basal metabolic rate is 
elevated but usually to a less extent than in 
exophthalmic goitre, but the ocular signs, widen- 
ing of the palpebra] fissure, protrusion of the eye- 
ball and lagging of the upper lid are all absent. 

The adenoma may be single or multiple, and 
may vary greatly in size. Microscopically, it is 
composed of encapsulated areas of glandular 
thyroid structure, showing high cubical or colum- 
nar epithelium, but the acini do not show the 
plication noted in exophthalmic or hyperplastic 
goitre. There are instances, however, of the 
combined presence of toxic adenoma and true 
hyperplasia in the same gland. 
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Another condition closely allied to toxie ac- 
enoma is the iodine hyperthyroidism of which « 
number of cases have been reported. It has 
resulted from the indiscriminate use of iodine (in 
cases of simple adenoma) and from the use of 
“goitre cures” containing iodine; and in a few 
instances from the medical employment of iodine 
in cases of encapsulated adenoma. The instances 
have been chiefly in people above the age of 
thirty, and the condition partakes of the features 
of toxic adenoma and of exophthalmic goitre. 
The onset is more rapid and the tachycardia and 
wasting more marked than in toxic adenoma, the 
duration averages about three months; eye signs 
are absent, and the condition is aggravated by the 
administration of iodine. 

It seems unnecessary to go into a detailed 
description of exophthalmic or hyperplastic goitre: 
The staring, prominent eyes, the pulsating tumour 
of the neck, the tremor and the tachycardia, the 
flushing and the emaciation are all associated with 
the expression so well described as chronic fright. 
These symptoms are familiar to all of us, but in 
spite of the frequency of the condition, its inti- 
mate nature and its actual etiology are still 
mysteries. We do know, however, that hyper- 
thyroidism alone does not explain it, for no 
matter how much thyroid extract or thyroxin is 
given, the exophthalmic syndrome does not 
appear, and thyroid given to a goitrous subject 
may cause hyperthyroidism, but does not cause 
the gland to hyperfunction. 

A reasonable hypothesis is that stimulation of 
the thyroid causes an increase of thyroxin, and 
this condition is simulated by toxic adenoma, but 
in addition, there is in exophthalmic goitre an- 
other toxic element, which is responsible for the 
eye signs, and for some of the nervous features. 
Plummer considers that iodine helps to control 
this toxic agent, which, if correct, lends colour 
to the view that this agent is an imperfectly 
iodized thyroxin molecule. 

Hyperplasia of the thyroid gland is an invari- 
able finding in exophthalmic goitre; the follicles 
are enlarged, plicated, and infolded, and the cells 
have assumed a high columnar type; the colloid 
is lessened in amount and the iodine percentage in 
the gland varies inversely with this hyperplasia. 
The normal thyroid contains from 1 mg. to 5.5 
mg. of iodine per gramme; below 1 gm. hyper- 
plastic changes are apt to be found. Grossly, the 
gland is large, smooth, beefy and intensely vas- 
cular. Besides the thyroid hyperplasia there is a 
parallel hyperplasia of the lymphoid tissue. The 
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spleen and the lymphoid tissue of the pharynx are 
ereatly hypertrophied, and in the intensely toxic 
types, the lingual tonsil is visibly enlarged. 
Hyperplasia of the thymus is a fairly constant 
finding, and cirrhosis of the liver has been de- 
scribed. 

The onset of exophthalmic goitre is a matter of 
months as compared with years for toxic adenoma. 
Both conditions show a tendency to hyperten- 
sion, but in adenoma there is a high average dia- 
stolie pressure while in exophthalmic goitre it is 
apt to be lower. The age incidence in exoph- 
thalmic goitre is generally under forty, while in 
toxic adenoma it is usually over forty. Females 
have an unenviable pre-eminence in the exoph- 
thalmie goitre type of practically ten to one, while 
adenema may show a slightly greater incidence 
of males. 

Marine ard others are of opinion that the 
suprarenal gland exercises an inhibitory effect 
upon the thyroid. He destroyed the adrenal 
cortex in rabbits, and noted an increase of heat 
production frcm 10 to 63 per cent, but after 
preliminary removal of the thyroid no such rise 
occurred, while sublethal interrenal damage gave 
symptoms similar to exophthalmic goitre, in- 
creased heat production, easily induced fatigue, 
asthenia, loss of weight and diarrhea. 

I have purposely left until now any discussion 
of the circulatory effects of hyperthyroidism, and 
two lires of argument may be pursued. 

One line would suggest that the effects of 
goitre on the heart muscle, the enlargement and 
the myocardial failure, may be phases of work 
hypertrophy; the other that a definite muscular 
poisoning has taken place analogous to that of 
rheumatism or syphilis. 

For the first view we must recall that clinically 
a heart’in hyperthyroidism acts almost identically 
with a healthy heart undergoing great activity. 
The large pulse of increased frequency, increased 
minute volume, and increased basal metabolic 
rate all indicate increased work. Plesch found 
the minute volume increased by 50 per cent; this 
for the purpose of transporting the increased 
amount of oxygen for the hotter metabolic fire. 

Observations upon three hundred and seventy- 
seven cases of exophthalmic and adenomatous 
goitre by Willius, Boothby and Wilson showed 
that while murmurs were present in one-half the 
cases, in only two of these were they due to endo- 
cardiac disease; one-fifth of the cases had moder- 
ate cedema of the legs; one-fourth had auricular 
fibrillation; but in less than half of these was it 
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constant. About 2 per cent had sufficient clini- 
cal evidence of myocardial injury to classify 
them as having serious myocardial disease. 

The majority of the deaths from toxic thyroid 
states are due to the intoxication, and not to well- 
defined cardiac breakdown in the ordinary sense. 
In this connection the disease might be likened to 
typhoid or pneumonia, but no series of cases of 
either of these diseases would show 20 per cent 
with oedema and 25 per cent with auricular fibril- 
lation. We are, therefore, forced to the conclu- 
sion that, although a majority of the cases of 
reputed cardiac failure in thyroid diseases are not 
strictly such, there is still too large a proportion 
to permit us to acquit the thyroid of blame. 
Hypertrophy is the rule, and although some 
figures are given to show that the normal ratios 
between heart weight and body weight vary 
widely, the clinical evidence is convincing that 
hypertrophy is usual. Dameshek, among one 
hundred and forty-one cases of hyperthyroidism, 
found 28 per cent of damaged hearts; other causes 
having been excluded. 

The cardiac damage is more marked in long 
continued hyperthyroidism than in the acute, 
even though severe, types; also the myocardium 
in people with long continued hyperthyroidism 
shows more advanced fatty changes than are 
present in people of the same age without hyper- 
thyroidism. 

The nervous manifestations of toxic goitre, while 
among the most characteristic are also the most 
shrouded in mystery. No definite and uniform 
histological picture is present in the nervous 
system, but the symptoms show a very wide 
range: 

(a) A change in personality, when an otherwise 
stable person becomes irritable and unreason- 
able; (b) loss of emotional control; (c) actual 
psychical disturbance even to acute mania; (d) 
exophthalmos; (e) various cranial nerve palsies 
have been described; (f) marked vasomotor 
changes; (g) sympathetic visceral features as 
tachycardia, vomiting, and diarrhoea; (h) trem- 
or, for which no good explanation has yet been 
offered. 

The tachycardia and the tremor are constant 
in pure thyrotoxicosis or toxic adenoma, but the 
exophthalmos is peculiar to hyperplastic goitre. 
Muscular weakness, especially of the extensors of 
the legs is frequently found. 

The metabolic changes following hyperthyroid- 
ism are marked loss of weight in presence of a 
good appetite, a‘markedly heightened basal rate, 
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and a frequent glycosuria; no year passes without 
one or more cases being admitted to a medical 
service for diabetes, on account of the glycosuria 
and the loss of weight. A sugar tolerance test 
gives the same curve as in a diabetic, but caloro- 
metric study shows that the glycosuria of the 
hyperthyroid person is due to great mobilization 
of sugar, with the power to burn sugar not im- 
paired. 

The diagnosis of goitre—Its separation from 
other neck tumours does not concern us here, but 
tracheal pressure may offer a real difficulty when 
considering asthma, bronchitis and emphysema, 
and need only be looked for to be recognized. 
Sub-sternal goitres are less rare than might ap- 
pear, and may offer’ difficulties that only careful 
x-ray examinations can clear up. Substernal and 
intrathoracic goitres are variously estimated to 
be from 13 to 30 per cent of the whole, and may be 
suggested by hyperthyroid signs, or unexplained 
auricular fibrillation with or without evidence of 
intrathoracic pressure. 

It is, however, the toxic types of goitre which 
are most frequently mistaken for other diseases, 
or vice versa; and the so-called ‘effort syndrome” 
offers the commonest problem. Such cases are 


not at all uncommon in civil life in people of both 
sexes who are constitutionally inferior, showing 
as they do weakness, breathlessness, rapid pulse, 
nervousness, sweating of the hands and often a 


tremor. If, at the same time, there is present 
an adolescent goitre the likeness may be marked, 
but exophthalmos is absent, the blood pressure is 
usually low, the pulse rate subsides with rest and 
the basal metabolic rate is not elevated. 

Aortic regurgitation has not uncommonly been 
mistaken for exophthalmic goitre; the diffuse 
pulsation in the neck, the forcible and displaced 
apical impulse, the large pulse and high pulse 
pressure may offer some difficulty, if the often 
vague diastolic murmur has not been recognized. 

Early pulmonary tuberculosis with its rapid 
pulse, wasting, nervousness and moist skin, and 
basal rate elevated by the fever, is not always as 
easy to distinguish from thyroid hyperactivity as 
it would seem on paper. And it is well within 
the memory of all of us how we have mistaken 
cases in middle aged people with hypertension 
and accelerated pulse and loss of weight, for 
arteriosclerosis with myocarditis, until a tremor 
of the hands or an irregular outline of the thyroid 
caught our eyes and gave the clue to a diagnosis 
of toxic adenoma. On the other hand, the 
thumping or slapping character of the first sound 
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of the heart in toxic goitre may give rise to an 
erroneous impression of mitral stenosis. 

A much more common error is to attribute to 
neurasthenia—a name that should never have 
been written—the querulousness and the tired- 
ness and the vasomotor freakishness that hyper- 
thyroidism causes. Here, a reasonably careful 
observation and the basal metabolic rate will cor- 
rect the error. 

If after all, we do correctly diagnose a toxic 
goitre, what about it? If from age, from long 
duration, from accompanying hypertension and 
the presence of a nodular goitre and the absence 
of exophthalmos, we can set it down as a toxic 
adenoma there is this to be said about it: if let 
alone it will not get better; if removed it will 
probably get well and stay well. If, however, 
by all the signs it is exophthalmic goitre, being 
largely a female disease it is full of surprises. 
One surprise may be that it will get well with 
little or no treatment, but this unfortunately does 
not often happen. 

It may get worse for no apparent reason and 
the patient may die in a toxic thyroidal crisis 
similarly to a typhoid or a pneumonia patient; or 
the patient may pass through the crisis, and re- 
main better until the next crisis occurs, so that 
treatment, medical, radiological or surgical must 
discount some of its cures. Hyman and Kessel 
kept fifty patients in bed on what they call 
skilful neglect, and two-thirds of them arrived 
at economic restitution inside. of six months. 
Another 18 per cent reached the same haven at 
a later date; 17 per cent became incapacitated and 
10 per cent of this last group died. If the authors 
had skilfully neglected to give them doses of 
syrup of iodide of iron the results would have 
been more convincing, but even so, this work 
presents a phase of the subject not to be ignored. 

As to the iodine one cannot go into the inter- 
esting history of this really brilliant therapeutic 
advance, but it has altered greatly for the better 
the outlook of exophthalmic goitre since Plummer 
introduced it in 1922. Starr and Means consider 
that the effect of its administration corresponds 
to the removal of five-sixths of the gland, but 
unfortunately the iodine remission is not per- 
manent, and the result is less satisfactory, when 
the patient is exercising than when at rest. 
Segall found that iodine did not reduce the toxic 
effect of taking thyroid extract; a very pertinent 
observation. 

Certain people, without apparent reason, show 
no benefit from iodine, and their thyroids on 
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removal have shown no difference from others 
who did show benefit. 

In the Mayo clinic over a period of four years, 
an average of fifteen patients a year with toxic 
goitres died before operation could be done, but 
in nine months of 1924, as a result of iodine prepa- 
ration only four died unoperated upon. An 
average of 15 min. daily of Lugol’s solution 
suffices, but much larger doses may be employed, 
by rectum, if necessary, to obviate crises. 

Rest is, of course, a sine qua non, and it should 
be mental rest as well as physical; nutrition of rot 
less than 3,000 calories is essential, because the 
hyperthyroid patient even at absolute rest is 
consuming on an average 50 per cent more 
nutriment than a person in health. The specific 
dynamic action of protein should be considered 
and the diet should be largely of carbohydrate 
and fats. Eating candy or sugar is to be en- 
couraged. 

Will anyone get well by this means? Some 
may, but my own feeling is that the diagnosis of 
toxic goitre is an indication for operation when 
the appropriate time has arrived. Before that 
time has come we are faced with a number of 
dangers, the first is a thyroid crisis or thyroid 
storm, evidenced by increasing restlessness, in- 
creasing pulse rate, sometimes rising tempera- 
ture, and perhaps vomiting or diarrhoea with a 
rising basal rate. Here absolute isolation, pack- 
ing the patient in ice bags and forcing fluids, 
tend to limit the riotous metabolism, and glu- 
‘ cose intravenously saves the tissue and diminishes 
acidosis; morphine assists in maintaining the 
mental control, while iodine in large doses by 
mouth, or rectum, is the most satisfactory form 
of direct antitoxic medication. 


Just here one may emphasize the fact, that if 
operation is in prospect the administration of 
iodine should be continued over the preoperative 
period as the best insurance against a postopera- 
tive crisis. 

Another medical danger arises from the orset 
of cardiac failure. The treatment of this is like 
the treatment of cardiac failure elsewhere, but 
this symptom also points the way to operation as 
soon as it can be undertaken with safety. Auricu- 
lar fibrillation demands digitalis or quinidine, 
but auricular fibrillation is not a contra-indica- 
tion to operation when the patient is properiy 
prepared, and the restoration of a normal rhythm 
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is one of the satisfactory results of surgical treat- 
ment. 

While the proper preparation of cases showing 
cardiac symptoms is a matter of necessity, the 
promiscuous digitalization of all thyroid cases 
before operation has resulted in instances of 
heart block, and of post-operative mental dis- 
turbance. 

One cannot ignore the dispassionate review by 
Means and Holmes of the x-ray treatment of 
goitre, in which they show that two-thirds of the 
patients treated showed improvement and none 
of the remaining third were made worse. The 
more one sees, however, of exophthalmic goitre, 
the more one feels that neither the x-ray nor 
surgery has answered the question with finality; 
that both in fact are dealing with a result rather 
than with a cause, and that very few of us have 
seen from either a real restitutio ad integrum. 
In spite of this, one must say that surgery is at 
present the best form of therapy that we have, 
and some of its results are little short of marvel- 
lous. It may or may not be flattering to surgery 
that after having had one operation, so many 
people come back for more. 
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GOITRE FROM A RADIOLOGIST’S VIEWPOINT 


By W. H. McGurrin, M.D. 


Radiologist to the Calgary General Hospital, Holy Cross Hospital, and The Radium 


ond X-Kay Institute, Calgary, Alberta 


OUR Programme Committee very kindly 
invited me to present to you the radio- 
logical viewpoint on goitre. The medical, surgi- 
cal, and radiological treatment of these cases 
have much in common; they each have an impor- 
tant part to play in the control of this increasingly 
prevalent disease. 

Eight years ago my attention was first seriously 
drawn toward the possibilities of radio-therapy 
in the treatment of goitre. A patient of mine had 
been operated upon at the Mayo Clinic, seven- 
eighths of the gland being removed. For six 
months she was much improved, then symptoms 
recurred. I wired Dr. Judd, her surgeon, for 
advice. He replied by wire: “Give x-ray treat- 
ment.” Treatments were given over a course of 
six months, using moderately deep ‘radiation. 
There was gradual improvement almost from the 
first, and to-day she is perfectly well. Since 
this treatment, it has been my privilege and 
pleasure to treat many cases of goitre. Not all 
my patients have been cured by radiation alone; 
some have been operated upon. That brings us 
to a very important phase of the subject. Many 
of my failures to obtain successful results have 
been due to improper diagnosis; not only im- 
proper diagnosis of goitre but also poor judgment 
in the selection for radiation treatment of the 
correctly diagnosed goitre cases. This is the 
high price all early workers and patients of 
pioneers have to pay. No matter what form of 
treatment is in vogue, we must first have a 
good sound knowledge of the disease, and a 
workable classification of the various types and 
stages of it. 

From the clinical standpoint, the following 
classification of goitre has been entirely satis- 
factory in my practice: 

1. Physiological goitre. 

2. Pathological non-toxic goitre. 

3. Pathological goitre with hyperthyroidism. 

Physiological goitre is an iodine deficiency dis- 
ease. The gland enlarges in an attempt to over- 


come the overdraft on the thyroid secretion. 


This hypertrophy does not occur until the iodine 
depletion approximates one-quarter of the nor- 
mal amount of the secretion. 

Pathological goitre without hyperthyroidism.— 
Unless physiological goitre is controlled by the 
administration of sufficient iodine, it may develop 
into one of the following conditions: 

1. Diffuse colloid or parenchymatous goitre. 

2. Adenomatous goitre with or without the 
formation of cysts. It has been proven that 
adenomatous nodules develop synchronously with 
colloid goitre. Cysts are usually adenomata 
which have become necrotic in their centres, the 
glandular structure gradually becoming liquified, 
the fibrous capsule of the adenoma serving as a 
sac containing the fluid. 

3. Malignant development is a late stage. 


‘The gland tissues become hard, fixed and painful. 


Pathological goitre with hyperthyroidism.—As 
the name implies, is the condition in which with 
an enlargement an excess of the secretion of the 
gland is liberated into the system. Of cases 
falling under this division we meet with two 
types. 

1. Toxic adenomata. Plummer states that 
adenomatous goitre without toxicity is an early 
stage of adenomatous goitre with toxic symp- 
toms. 

Note.—Up to this point we are lead to believe 
that the foregoing types are progressive in the 
order stated, resulting from the lack of iodine in 
the early stages. 

2. Exophthalmic goitre. In this type of the 
disease there is an increase in the epithelial 
elements lining the acini of the thyroid gland; 
i.e., hyperplasia. Owing to their over-activity 
there is hypertrophy. The secretion is not stored 
in the gland as colloid but is thrown out into the 
body. 

In order to verify our clinical diagnosis, there 
are certain signs and instruments of precision, 
the use of which is of very great importance in 
corroborating the clinical findings. The most 
important test is the estimation of the basal 
metabolic rate. 
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The investigations of Du Bois, Plummer, Jones, 
Benedict, Boothby, Sandiford, Means and Aub 
have established beyond .doubt that the basal 
metabolism rate is an accurate diagnostic measure 
of the presence or absence of hyperthyroidism. 

Basal metabolism means that rate of meta- 
bolism at which the physiological process of the 
body, including the consumption of oxygen, is at 
the lowest level for that individual which it is 
possible to measure. Metabolism of the living 
organism may be defined as the sum total of the 
chemical changes going on in the cells of the body. 
Heat and work are the energy manifestations of 
this chemical interchange; therefore, we must 
measure either the rate of heat production or the 
chemical interchange, that is, oxygen intake and 
carbon dioxide outgo. We find that by measuring 
the oxygen intake we practically measure the 
heat production. We neglect the carbon dioxide 
output but by so doing we only err by 2 per cent 
which is negligible. It is only necessary to trans- 


late the oxygen unit into heat units or calories; 
that is, the heat value of oxygen is 4,825 calories 
per liter, and by multiplying this factor by the 
number of liters of oxygen consumed in a given 
period of time, the number of heat units liber- 


ated during this period is thus made known. 
The final result is stated in terms of plus or minus 
per cent of the so called normal rate. 

The variable influences are muscular work and 
absorption of food. These are controlled by 
from twelve to fifteen hours abstinence from food, 
and rest for from one to two hours before making 
the metabolic examination. Under these condi- 
tions heat production or metabolism of the indi- 
vidual is thus reduced to the minimum neces- 
sary to maintain the temperature of the body. 
This minimum of heat production is called basal 
metabolism. Benedict, Van Allen, Jones and 
others have lately furnished helpful information 
to prove that long rest in a hospital bed prior to 
basal metabolism estimations is no longer neces- 
sary. Nevertheless, patients must have from 
one to two hours mental and physical quietude. 

The x-ray examination of the throat and 
thorax is of great assistance in determining the 
extent of intrathoracic extension of the goitre, 
also in detecting the degree of tracheal collapse 
owing to pressure of the goitre. In the anterior 
posterior view there is a widening of the tracheal 
shadow, laterally. In the lateral view there is a 
flattening of the trachea from before backwards. 
Under the radioscopic screen, the size and tone of 
the heart can ke observed. The heart is usually 
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enlarged to a moderate degree. The pulsations 
are increased and there may be an arrythmia 
between the ventricles and auricles. : 

Treatment.—An internist should be in charg 
of these cases but he should be versed in the ad- 
vantages and disadvantages of surgical and radio- 
logical treatments; otherwise his advice will be 
worse than useless. He should carry out the 
following general treatment :— 

1. A quiet place for mental and physical rest 
which allows patients to withstand the toxic dose 
of thyroid secretion. Public hospitals are not 
ideal. 

2. Keep up the patient’s morale; these pa- 
tients are hypersensitive. 

3. Straighten out all worries as far as possible. 

4. Eradicate all infective foci of the teeth, 
sinuses, tonsils, gall-bladder, genito-urinary and 
gastro-intestinal tracts. 

5. Diet—Give high caloric and low protein 
diet. The body weight is an index of the caloric 
requirements. Seventy to one hundred calories 
per kgm. body weight per day are required. 
Patients are dehydrated and the acid-alkali 
balance is disturbed; therefore, give plenty of 
water. 

'6. In very toxic cases use an ice bag to the 
gland and precordia. Use tincture of digitalis, 
twenty minims twice daily when indicated, and 
luminal, one to three grains daily. 

7. In the delirium of exophthalmic goitre, 
use large doses of iodine and blood transfusion. 

Radiation treatment.—The radiotherapeutical 
treatment of goitre consists of the use of radium 
and x-rays. In my practice I have found it con- 
venient to use the x-rays in the treatment of 
ambulatory cases. These patients can attend at 
the office for the necessary treatments.- The very 
toxic patients should be confined to their beds 
either at home or in an institution, and treated 
with radium. I find radium to be more advan- 
tagedus in these cases than x-rays; it is portable, 
we can avoid all excitement, and physical exer- 
tion. 

The x-ray technique is as follows: 100 K.V. 
(Sphere Gap); 5 Ma’s; 10” skin target distance; 
3 mm. aluminum filter; 5 minutes treatment to 
each side of the neck. 

The time and frequency of treatments may be 
varied according to the age and degree of toxicity 
from which the patient is suffering. Usually this 
dosage is administered each week for four treat- 
ments. An intermission of two weeks is allowed 
and then the basal metabolism rate is determined. 
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If this rate is still high, give a further course of 
four treatments at weekly intervals. 
time the toxicity is found to be reduced, give the 
treatment every two weeks for four treatments, 
checking up the metabolic rate after an interval 
of one month from the time of the last treatment. 
This has been my system during the past two 
years. Any systematic method would be per- 
missible. By exposing each side of the neck in 
its entirety, without protecting any particular 
region, we secure a uniform radiation to the 
thyroid gland, thymus gland, cervical lym- 
phatics, and tonsillar tissue. No injurious effects 
to the larynx have ever been noticed. The skin 
and subcutaneous tissues in patients with thy- 
roid toxemia are very sensitive and frequently 
there is a swelling of these tissues which will 
persist for three or four hours, or. for as many 
days. 

Radium treatment technique.—The radium treat- 
ments are given as follows: 

The dosage is concluded from the age and 
degree of severity of the thyrotoxicosis as evi- 
denced by the percentage increase of the normal 
basal metabolism rate. The neck is blocked out 
into five areas, two areas over each lobe of the 


thyroid gland, and one area over the thymus 
gland. 

Utilizing the basal metabolism rate as our 
guide, to dosage, we administer 100 milligramme 
hours to each area for each 10 per cent increase 


in the toxicity. For example, a patient with a 
60 per cent increase would require a dosage of 
600 milligramme hours to each area, or a total 
of three thousand milligramme hours for that 
series of treatments. Gamma rays and two 
centimeters of felt for distance are used. 
The treatments are usually given on each of five 
successive days. If the patients are very ill it 
is advisable to extend the treatment time to ten 
or even fifteen days. The radium package is 
applied in such a manner as to insure fixation to 
the skin without the adhesive side of the strapping 
coming into contact with the areas already treated 
or these to ke treated. 

Basal metabolism rate estimations are made at 
intervals of four, eight, and twelve weeks. If 
there is any evidence of toxicity still present after 
a period of three months, a further treatment is 
given, using the same method of determining the 
dosage as mentioned in the foregoing remarks. 

Effects of radiation treatment upon the thyroid 
gland.—There are two proven actions. 

1. The secretion of thyrexin is reduced as 


If at this. 
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concluded from the lessened toxicity; therefore, 
there must be a depressing effect upon the epi- 
thelial cells lining the acini. 

2. The pathologist claims we produce filro- 
sis; thereby blocking off the blood supply. 

Subsequent Developments: 

1. These patients are seldom nauseated, |ut 
within a few hours after the x-ray treatment many 
complain of warmth and swelling of the tissues of 
the neck. This condition is transient, passing 
off within a few days at the latest. 

2. In the very toxic cases there is sometimes 
a mild increase in the circulatory and nervous 
manifestations. This condition is also transi- 
tory, usually having completely subsided before i+ 
is time for the next treatment. 

3. Occasionally the patient comes complainirz 
that there is no improvement, and this notion is 
not discouraged by friends or by the sceptic| 
physician. These interested persons are all look- 
ing for miracles. You must, therefore, encoura:e 
your patient and hold out an optimistic outlook. 
A careful progress record will prove to your satis- 
faction definite improvement which is not always 
appreciable by the patient or the friends. Tue 
tremor reduces in about six weeks, the pulse 
frequently lessens, and there will be a slowing up 
of the loss of weight or there may be a little gain. 

4. The pulse pressure tends towards nor- 
maley. The systolic blood pressure reduces, th> 
diastolic blood pressure comes up. This is p2r- 
ticularly true if there is no organic disease of the 
circulatory system. 

Don’ts.—Don’t use iodine as a routine measure 
in exophthalmic goitre; it will mask the progress 
picture. It is permissible to use iodine in the 
form of large doses of Lugol’s solution, well 
diluted and given by mouth or rectum in cerebra! 
or gastro-intestinal crises. 

Don’t tell the patient or her friends when she 
will be well, but tell them she will be cured. 

Don’t agree to treat patients unless they are 
willing to carry out your direction explicitly. 

Don’t treat large goitres producing pressure 
symptoms, unless they are too toxic for operation 
with safety; these patients are better operated 
upon. 

Don’t ‘neglect to see your patients frequent!y, 
or, better still, at certain stated intervals. 

Don’t neglect to control radiation treatments 
by basal metabolism rate estimations. The meta- 
bolic test is our real index as to the degree of the 
patient’s toxicity. Slow up on treatments when 
the rate reaches 25 per cent over the normal rate. 
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Don’t forget the close relationship of all the 
endocrine glands; therefore, should you find that 
your goitre cases present exaggerated toxic symp- 
toms during the menstrual period it is advisable 
to give a moderate radiation dosage over the 
ovarian fields. 

Don’t forget that toxic goitre patients are 
hypersensitive, so be careful what you say and 
how you say it. Always be kind but strict, 
following one routine; varying only in a minor 
way as circumstances present themselves. 

Don’t forget that when radium fails, the x-rays 
usually prove to be exactly what is required, 
and vice versa. In either case you can always 
make use of the other, and you will be highly 
gratified with the results. 

Don’t expect the exophthalmos to be overcome 
at an early date; no treatment can insure this. 
Sometimes the eyes never entirely recede to their 
normal position. 

Advantages of surgical treatment.—Quick results 
are obtained by surgical treatment of large colloid, 
adenomatous, and cystic goitres. Pressure com- 
plications, unsightly tumour appearances, and the 
dangers of malignancy are eliminated. There is 
quick relief from toxicity if sufficient of the gland 
is removed. The secreting substance is dim- 
inished before permanent organic damage to 
heart and nerve tissues is produced. There is 
certainty of control by surgical intervention. 
Operation for exophthalmic goitre by an experi- 
enced surgeon during the iodine remission of 
symptoms carries with it very slight operative 
risk. The death rate should not be more than 
~ 1 per cent. 

Advantages of radiation therapy?—There are no 
fatalities, no pain, no scar, no interferences with 
occupation. There is definite reduction of the 
hypersecretion of the thyroid as proven by re- 
duced toxicity. Basal metabolic estimations are 
made at regular intervals as a check up and con- 
trol; therefore, there is no guessing as to the 
degree of inhibition of the cell activity. Radia- 
tion may be used in cases where operation is 
refused or contraindicated, and in recurrences 
after operation. It may also be used in the 
preparation for operation in toxic adenomata 
where iodine must not be used. Some authori- 
tics admit that radiation is better than ligation 
for reducing the basal metabolic rate. 

Disadvantages of Radiation therapy?—The sur- 
geons’ contentions are as follows:— 

1. The length of time required to ‘aaa 
toxicity may have disastrous effects and produce 
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chronic invalidism due to the permanent organic 
tissue damage. This is improbable owing to the 
fact that radiation has a depressing effect upon 
the cells secreting the toxic material; therefore, 
the suggested damage must be infinitesimal. 


2. That we may produce hypothyroidism. 
True, this is a tribute to the possibilities of radia- 
tion. I have never seen a case of myxcedema 
result from x-ray and radium treatments. The 
basal metabolic rate determinations should safely 
guide the radiologist. Dr. Pfahler states as 
follows: ‘The surgeons’ argument that we may 
produce hypothyroidism is one of our best argu-’ 
ments. If we can produce hypothyroidism we 
can cure the patients. He must admit it. By 
radiation we are reducing secretion, just as the 
surgeon is by cutting out certain parts of the 
gland. We have six to twelve guesses to make 
good where he has but one. Certainly, our aver- 
age ought to be better than his.” 


3. The surgeon states that by radiation we 
may injure the parathyroids. I have never seen 
or heard of tetany following radiation. 


4. That we do not give sufficient treatment. 
This may be true. I must admit that I have seen 
cases in which the treatment did not produce the 
desired improvement within a reasonable time. 
In such cases it behooves the radiologist to in- 
crease the dosage at the time of treatment or the 
frequency of the treatments, and, as the pro- 
verbial drop wears away the stone, so likewise do 
the x-rays and radium cure hyperthyroidism. 
Slow but sure. 

5. Surgeons claim that surgical procedure is 
made more difficult owing to parathyroid ad- 
hesions and fibrosis of gland tissue after radiation. 
This is an “old timer.”” Surgeons have always 
used this argument. I am not denying the fact 
that it may occur from prolonged treatments. 
Good men tell us that they find similar condi- 
tions when radiation has never been used. Dr. 
Jenkinson of Chicago relates an interesting inci- 
dent in this regard. A patient was operated 
upon. The surgeon remarked: “This patient 
surely did not have any radiation treatment, 
there is no evidence of fibrosis or adhesions.’’ 
The facts were, nevertheless, that this patient 
had been radiated over a considerable period 
previous to operation. This will bear out the 
fact that radiation does not necessarily handicap 
the surgeon in his operating technique. 


6. Other disadvantages of radiation which 


are put forth are x-ray burns, telangiectasis and 
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skin atrophy. Under proper radiotherapeutic 
technique these should never occur. 

7. That radiation may be followed by remote 
untoward physical effects. This seems far fetched 
because we have been using x-ray treatments upon 
cervical adenitis, malignant cervical glands and 
goitres over a number of years and have had no 
occasion to consider any such mishap. 

8. The surgeon claims that certain patients 
are resistent to radiation. This may be true. 
If after a reasonable time there is no improvement 
these patients may be referred to a surgeon. 

Disadvantages of surgery.——The radiologists’ 
contentions are as follows: 

1. There are a large number of fatalities from 
surgical interference. A letter was sent out to 
the leading hospitals of Canada and from the 
replies I find the mortality rate during and 
immediately following operations for the year 
1925 averaged 10 per cent. 

2. After operations, scars of a disfiguring 
nature are frequently seen, due to widening of the 
scar, keloid formation, and adhesions between 
the scar and the underlying tissues in the neck. 

3. The initial surgical expense, including op- 
eration fee and hospital charges, is a mental 


hazard to the average goitre patient, to say 
nothing of the loss of time from their usual voca- 
tion owing to incapacity for work. 

4. (a) Recurrent laryngeal paralysis, (b) tet- 
any, (c) myxcedema, (d) and hypertrophy of the 
remaining gland tissue may develop after surgical 


treatment. These undesirable results depend 
upon the experience of the surgeon. The amount 
of tissue removed is only a guess; it is not sure. 
If insufficient thyroid gland tissue is excised the 
patient is still a victim of hyperthyroidism with 
all the disastrous results. 

Observations.—The following personal observa- 
tions seem worthy of note: 

1. I consider goitre to be, primarily, a malady 
belonging to the domain of the internist. The 
internist should be the judge as to the proper 
treatment régime to be carried out. Unfortu- 
nately, this is not always the case. Should he 
happen to be connected with a clinic, the surgeon 
invariably has the chief authority. The surgeon 
holds dominion over all, even the radiologist. 
A co-operative spirit, rather than one of competi- 
tion, would seem to be in the best interests of 
the patient. This truth is particularly applicable 
in our goitre cases. The success to be obtained 
is in exact ratio to the early recognition, proper 
classification, and method of treatment adopted. 
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2. The use of iodine in exophthalmic goitre 
has been a life saver to the patient and a gre: 
boon to the surgeon in preoperative preparation. 

3. Iodine in the hands of the inexperienced 
or uninformed has been the cause of transforming 
many adenomata, and mildly toxic adenomatous 
goitre cases, into dangerously sick patients. !n 
Alberta it would appear as though we have ha! 
an epidemic of just such cases during the past 
winter and this spring. We find the average 
doctor administering iodine in goitres of all types. 
At first, I thought the large influx of these goitre 
cases was due to the unusual climatic conditions 
we had just enjoyed; namely, a very mild winter, 
but after reviewing the histories of my cases | 
am of the opinion that the promiscuous use 
of iodine has been an important factor in their 
culmination in the more serious type. 

4. Basal metabolic rate estimations have 
eliminated the personal element in determining 
the end results in any form of treatment for 
goitre. It is a therapeutic control. 

5. Radium and x-ray are entitled to a place 
in the treatment of exophthalmic goitre because 
we can cure without the surgical mortality rate. 

6. If adenomata become too toxic for opera- 
tion with safety, vz., over 40 per cent increase in 
basal metabolism rate, I advise the use of radia- 
tion with a view to reducing the toxicity and 
operating later. Radiation is recognized by 
many authorities to be superior to ligation. 

6a. The administration of iodine or radiation 
to patients with a healthy thyroid gland has no 
deleterious effects. Radiation has a selective 
action upon cells in a state of active change. 

7. Speaking of failures to cure, if every sur- 
geon in this audience will kindly check up his 
ease histories, noting the radiotherapeutical 
failures and at the same time counting the sur- 
gical failures, including deaths, some of you have 
a surprise in store. 

8. Operation does not add to the difficulty of 
radiation. 

9. The only reason why patients with exoph- 
thalmic goitre require operation are, first, insuffi- 
cient radiation treatment and, second, patients 
lose confidence as a result of their mental state 
and the advice given by well-meaning friends. 

10. The internist who gets over excited if his 
patient does not get well in a minute, as by magic, 
is as bad as the surgeon over anxious to operate. 

11. No doubt many present are entrenched in 
a rut of satisfaction with their own methods of 
treatment. In other words, you are well pro- 
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vided with bias. There is no doubt you are well 
hacked by numbers also. I can safely say there 
are 100 surgeons to one radiologist. What would 
be the attitude of the majority if the fgures were 
reversed; viz., 100 radiologists to one surgeon? 
12. After reviewing the surgical literature and 
coming in daily contact with surgical opinions 
upon hyperthyroidism, I am sometimes made to 
feel that I am an intruder because I dare to advo- 
cate a form of treatment, surgically unorthodox, 
which to me and from my results would appear 
to be sane and in the best interests of my patients. 
Dr. A. C. Christie, Washington, D.C., at the 
meeting of the Radiological Society of North 
America, held last December in Cleveland (Jour- 
nal of Radiology, May, 1926), stated as follows: 
‘Up to the present time we have been very much 
in the position the surgeon was in from 1900 to 
1905. I remember very distinctly attending a 
meeting of the Academy of Medicine in this city 
of Cleveland, in 1903, when both Dr. Crile and 
Dr. Mayo read papers on the surgical treatment 
of exophthalmic goitres, and were almost unani- 
mously and severely criticized for using and 
advocating surgical treatment. Their critics were 
medical men who recommended medical treat- 
ment. The surgeon at that time had no body of 
statistics to depend upon; he was convinced that 
he had a method that was curing a certain num- 
ber of cases. In spite of the fact that he had a 


The Effects of Carminative Volatile Oils.— 
Aromatic carminatives have been employed im 
medical practice for many years. The substances 
included in this list seem extremely heterogene- 
ous to a critical student. The larger number are 
either volatile oils or aleohols. The indications 
for their use seem to be no less varied than the 
definitions of their varied actions. In general, 
it has been asserted that they affect the gastro- 
intestinal tract, increasing peristalsis and serv- 
ing to hasten the passage of gas through the 
stomach and bowel. They induce hyperemia of 
the” gastro-intestinal mucous membranes and 
probably increase the appetite and digestion. 
Other definitions dispose of the carminatives 
more sueccinetly by charging them merely with 
the relief of flatulence. In the group that com- 
prises alcohol, capsicum, cardamom, cloves, gin- 
ger, mustard and volatile oils, it is not always 
easy to distinguish between condiments and ear- 
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mortality at that time ranging from 16 up to 
almost 40 per cent he was able to persist in the 
use of his method of treatment. If the same 
reasoning had been used then in regard to sur- 
geons as is used to-day with regard to the Roent- 
gen ray, namely, that we have no great body of 
statistics to prove our case, I think it would have 
been very difficult to have persisted consci- 
entiously and persistently in the surgical treat- 
ment.” 


Summary 


1. Correctly diagnose and classify your cases. 

2. Institute the necessary medical treatment 
and dietetic management. 

3. Eliminate psychic irritation and body infec- 
tions. 

4. Reduce toxicity of the toxic adenomata to 
the safety point by radiation and then operate, 
if necessary. 

5. Treat exophthalmic goitre cases by radium 
or x-rays. 


My many thanks are due Drs. Christie, Loucks, 
Hubeny, and several others whose writings upon 
goitre have appeared from time to time in the 
literature devoted to radium and x-ray therapy, 
and from these articles I have drawn liberally 
such material as seemed necessary in the prepara- 
tion of this paper. 


That the latter are not to be classed 
merely as placebos or irrationally used thera- 
peutic agents seems probable from the studies of 
Plant and Miller of the State University of 
Iowa, who have investigated the effects of the 
oils of peppermint, cinnamon, anise, caraway, 
wintergreen, fennel and orange. Briefly sum- 
marized, their experiments indicate that the 
primary effect of these carminatives, in con- 
centrations and doses comparable to those used 
clinically, is to relax the stomach and increase 
the tone and contractions of the small intestine 
and colon. 


minatives. 


Relief of discomfort by carminatives 
after a full meal can be understood easily in view 
of the relaxation produced by them; while in the 
intestine the effects of distension with gas or 
fluid would be relieved by increase in tone and 
contractions. In this instance, as has often been 
the ease, empiric experience is supported by 
scientific investigation. —J.A.M.A., July 17, 1926. 
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THE SURGICAL TREATMENT OF GOITRE* 


By Gorpon S. Faurni, M.D., C.M., F.A.C.S. 


Lecturer in Surgery, University of Manitoba, Honorary Attending Surgeon, St. Bomface 


Hospital, Assistant Surgeon, Winnipeg General Hospital, Winnipeg 


‘THE importance of surgery in the treatment 

of goitre is to-day well recognized in all 
departments of medicine in all civilized 
countries. The history of this procedure in the 
cure of goitre has been characterized by periods 
of enthusiasm, alternating with intervals of 
disfavour, but gradually there has evolved a firm 
conviction, on the part of the profession at large, 
that surgery offers more in the treatment of 
certain types of goitre than any other curative 
agent. 

We must first recognize that there are many 
different forms of goitre, and furthermore that 
certain cases which may be considered as in 
the same subdivision or group, manifest them- 
selves differently. 

Some types are surgical, and some are not, 
from which it follows that considerable care 
must be taken in the differential diagnosis, if 
unnecessary and unjustifiable surgery is to be 
avoided. There is nothing that does more harm 
to any form of-treatment than applying it where 
it should not be used, or applying it incorrectly ; 
for in such cases no improvement will follow, 
and criticism is then aimed at the form of 
treatment in general. 


In recommending surgical interference, one 
must be guided chiefly by what degree of benefit, 
in his experience, the patient should receive. 
Keeping this constantly in mind, and earrying 
out properly the technical details, goitre is 
found to be one of the most satisfactory fields 
for surgery. 

The field of surgery in goitre is chiefly limited 
to the different forms of hyperthyroidism, and 
I feel that a diagnosis of this condition should 
generally call for surgical management. It is 
readily admitted that a few cases of hyper- 
thyroidism, especially of the primary type, will 
oceasionally get well, with or without medical 

*A contribution to a Symposium on Goitre given 


at the annual meeting of the Canadian Medical Asso- 
ciation, Victoria, June, 1926, 


treatment, if left long enough; but commonly, 
while hoping for such a result, the case in ques- 
tion becomes steadily worse, and finally comes 
to operation a much poorer surgical risk than 
when originally advised by the physician. A 
large percentage of these self-terminated cases 
seem to retain a degree, at least, of morbidity, 
with a very low reserve of vitality, and a low 
fatigue threshold. 

Although hyperthyroidism constitutes the 
large majority of surgical goitres, there are other 
forms of the disease which should be treated 
surgically, such as any large colloid, cystic, or 
nodular goitre causing pressure 
usually of the respiratory type. Many of these 
forms are partly or entirely intrathoracic. 
There are two reasons why these large adeno- 
matous goitres should be removed: (1) because 
of the tumour, and the pressure symptoms; (2) 
because many of them in later years become 
toxic and as their removal is then usually 
technically difficult, this can be effected more 
safely in the non-toxic state. These massive 
goitres coming to operation late in toxicity, with 
broken-down circulatory systems, high metabolic 
rates, and usually advanced in years, constitute 
the most difficult eases which I have had to 
handle. The trauma of operation is compara- 
tively high, and the resistance of the patient 
particularly low, so that what would have been 
a comparatively safe operation in the non-toxic 
state, is now a much more hazardous procedure. 

The colloid, cystic, and adenomatous goitres, 
in individuals over thirty years of age, showing 
no pressure symptoms and no hyperthyroidism, 
constitute a group of cases somewhat different 
from the foregoing. This type of case, if left 
alone, will almost surely carry the goitre inde- 
finitely, but may live to advanced years with no 
development of secondary hyperthyroidism. On 
the other hand, many of these cases gradually 
become toxic in later years. This is the type 
of case in which the patient may be told that 


symptoms, 





FAHRNI: 


there is just one of two procedures indicated ; 
either carry on, with no treatment whatsoever, 
or have the goitre removed. The situation should 
be thoroughly explained to the patient, who will 
then have to decide on the course to be pursued. 


These colloid and adenomatous forms of goitre 
occasionally seem to be associated with a group 
of symptoms characterized by extreme fatigue, 
mental irritability, and lack of energy. These 
patients find it impossible to carry on with their 
routine work because of a sense of extreme 
fatigue, and often are forced to leave work for 
an indefinite period of time. This condition 
usually has lasted for some time, when the 
physician is consulted. On examination, none 
ot the characteristic findings of hyperthyroidism. 
such as tachyeardia, high pulse pressure, in. 
creased basal metabolism, ete., are found. It 
is very important in these cases to rule out other 
organie forms of disease, as well as any type of 
neurosis. This condition has been called ‘‘dys- 
thyroidism’’, and when diagnosed, responds 
very favourably to surgical treatment of the 
goitre. 


I have seen a. few such cases, the youngest 


twenty-six years of age, and the oldest fifty-six 
years of age, all with definite colloid, nodular 
goitres. I operated upon six cases, and in every 
case the patient was entirely relieved of symp- 


toms. The last patient of this type I did five 
months ago, and the first two and a half years 
ago. All are apparently quite cured, and carry- 
ing on normally at their usual vocations. No 
medical treatment is of any assistance in curing 


this disabling condition. 


Other surgical forms of goitre are carcinoma, 
tuberculosis, and ligneous thyroiditis, which con- 
stitute only a very small percentage of cases as 
we meet them. 


The simple colloid goitre met with so com- 
monly during adolescence and in young people 
up to twenty-five or thirty years of age is never 
or rarely surgical, and should receive medical 
supervision. 

Since last reporting a series of exophthalmic 
goitre cases, some two and one-half years ago, 
I have done 320 thyroidectomies for various 
forms of surgical goitre, and I wish to make an 
analytical report of this series, the foundation 
of this paper. 


In this review of 320 thyroidectomies, six 
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different types of goitre are recognized. The 
classification is as follows: 

1. Exophthalmic goitre, including under this 
heading all forms of primary hyperthyroidism, 
with or without exophthalmos. This group con- 
stituted 179 cases, or 55.93 per cent of the series. 
All degrees of hyperthyroidism are represented, 
from the mild to the extreme, almost moribund 
type. 

2. Toxic adenoma, or the form of hyper- 
thyroidism developing on long-standing adeno- 
mata of the thyroid gland. This group 
represented ninety-six cases, or 30 per cent of 
the series, and, like the exophthalmic group, 
took in all degrees of the disease. 

3. Large adenoma of the thyroid, single or 
multiple, where no gross colloid goitre was 
present, and where no hyperthyroidism existed. 
This group included twenty cases, or 6.25 per 
cent of the series. 

4. Large nodular colloid goitres. This is the 
diffuse colloid goitre, with multiple small 
adenomata throughout it, non-toxic in nature. 
This type represented twelve cases, or 3.75 per 
cent of the series. 

5. Cystic goitres, usually of large size, often 
associated with adenomata, non-toxic in nature, 
made up twelve cases, or 3.75 per cent of the 
series. 

6. Carcinoma, one ease only, or .31 per cent 
of the series. The thyroid gland was entirely 
removed, followed by deep radiotherapy, and 
later, thyroid feeding to control the hypo- 
thyroidism which soon developed. 

The group of six dysthyroid cases operated 
upon, and already mentioned, are included in 
groups three and four, of the preceding classi- 
fication; most of them were of the nodular 
colloid type, and constitute 1.87 per cent of the 
entire series. 

Eight cases, or two and a half per cent of the 
entire series, were operations done for recurrence 
of the goitre with hyperthyroidism, from one to 
twelve years following the first thyroidectomy, 
performed for exophthalmic goitre in each case. 

I do not wish to go deeply into the very 
broad question of the diagnosis of hyper- 
thyroidism, but I do wish to emphasize the fact 
that one must not expect to find a text-book 
picture in all eases. It is a very easy matter to 
diagnose the advanced cases, but the mild forms 
often go unrecognized, chiefly because often no 
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goitre is apparent, and the eyes are normal in 
appearance. The diagnosis is frequently over- 
looked and the patient not uncommonly treated 
as neurotic. In these cases, a careful history, 
showing fatigue, lack of energy, unrefreshed 
sleep, and irritability, with some loss of weight 
in spite of a big appetite, and accompanied by 
a sense of heat and often free perspiration, 
should make one suspect hyperthyroidism. 
Many of these cases complain of extreme muscu- 
lar. weakuess, most commonly in the lower 
limbs. The physical examination will usually 
reveal, by palpation, a diffuse, comparatively 
hard enlargement of the thyroid, which may not 
be visible. Auscultation of the gland, especially 
over the superior poles, will often reveal a bruit. 
The pulse rate is usually increased, although 
often not over eighty-four to ninety. The blood 
pressure may show a normal, or only slightly 
increased systolic reading, but usually the pulse 
pressure is increased, due in this type of case 
to a lower than normal diastolic blood pressure. 
Some brown pigmentation of the skin is fre- 
quently found. A fine tremor is usually present. 
The basal metabolism will always be elevated in 
this type of case. 

The severe heart cases, commonly of the auri- 

cular fibrillating type, are often not recognized 
as being of thyroid origin. Rheumatism and 
septic foci may be ruled out, but sufficient care 
is not always taken in the consideration of 
hyperthyroidism as the causative agent. This 
condition commonly complicates either exoph- 
thalmie goitre or toxic adenoma, and in the 
latter form intrathoracic goitre must ever be 
kept in mind. It is most desirable to recognize 
this type of auricular fibrillation early, as it 
responds very favourably to thyroidectomy. 
especially early in the disease; but even the late 
hyperthyroid fibrillators, with varying degrees 
of failing circulation, usually respond wonder- 
fully well, and very often get 
following thyroidectomy. 
- The management of surgical goitres, met with 
in so many different forms and in various stages 
of the disease, calls for considerable thought and 
discrimination. There is no rule that one ean 
apply to all cases. Each case has to be con- 
sidered on its own merits. 


quite well, 


During the past two years I have been using 


iodine in the form of Lugol’s solution, as reeom- 
mended by Plummer and Boothby,’ in the 
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pre-operative treatment of hyperthyroidism, ani! 
I have found it of great value. In the severe 
eases of exophthalmie goitre it has greatly 1 
duced the necessity for preliminary ligation o' 
the thyroid blood vessels. Since beginning iis 
use I have found the percentage of thyroid liga- 
tions necessary to get the patients in condition 
for thyroidectomy has dropped more than 5() 
per cent. A number of cases of exophthalmic 
goitre in this group did not improve under 
administration of Lugol’s solution, and on a 
number of the worst of these I found it necessar; 
to do a preliminary ligation, followed by a 
period of rest, before doing a thyroidectomy. 

The administration of iodine in this form. 
together with mental and physical rest, and 
plenty of food to satisfy the excessive appetite, 
constitute the chief measures available in the 
preparation of the patient for operation. Cer- 
tain articles of food such as tea, coffee, and 
red meats, I think are better eliminated from 
the diet list. I have favoured an excess of 
vegetables, fruit, and milk products. 

When iodine is first administered, there 
usually soon develops an increase in the size of 
the goitre, while at the same time there is a 
general improvement in the condition of the 
patient, characterized by increased weight, de- 
creasing pulse rate and metabolic rate, and the 
patient becomes less restless and less irritable, 
developing a higher degree of equanimity. I 
have come to place increasing reliance on the 
sense of well-being expressed by the patient, as 
an aid in deciding upon the time for operation, 
or as an indication of the resistance of the 
individual. 

A receding pulse rate and metabolic rate with 
an increasing weight are all favourable signs. 
There is a general relationship between these 
findings, but sometimes wide variations occur, 
such as the pulse rate continuing moderately 
high, with decreasing metabolic rate and increas- 
ing weight chart. 
this may oceur. 

For many years it has been well recognized 
that exophthalmie goitre was characterized by 
waves in the form of periods of improvement 
alternating with periods of exacerbation of the 
disease. This condition applies also in the pre- 
operative treatment with iodine, and one must 
remember this and carry out operative measures 
without unnecessary delay, when the patient 
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seems to have improved sufficiently, inasmuch as 
an exacerbation of the disease may begin at any 
time. It would appear that the improvement 
made under iodine therapy is not necessarily 
sustained, and the greatest improvement takes 
place in the first two or three weeks, after which 
time the patient may become worse instead of 
better. 

The last fifty-four cases of toxic adenoma 
operated upon received pre-operative adminis- 
tration of Lugol’s solution over a short period 
of time, four to sixteen days, depending upon 
how sick the patient was. There did not seem 
to be the marked improvement noticed in some of 
the exophthalmie cases, but certain cases at least 
seemed definitely benefited, and I got the im- 
pression that they withstood the operation better. 
In no ease have I seen any harm done by its 
use. 

The anesthetic used in this series of thyroid- 
ectomies in most cases was very light adminis- 
tration of nitrous oxide gas and oxygen, 


accompanied by local infiltration of the skin, 
prethyroid muscles, and the site of entrance of 
the nerve supply into the gland, by one-half 


to one per cent novocaine, without adrenalin. 
Local anesthesia alone was used in quite- a 
number of eases, where for one reason or another 
an inhalation anesthetic seemed inadvisable. 

In the technique of thyroidectomy, I wish to 
mention a few special points. I do not think the 
long, deforming incision adds anything to 
exposure, and in most cases good exposure can 
be obtained by using the short collar incision, 
and obtaining a free mobilization of the skin by 
utilizing the natural line of cleavage which 
exists between the platysma myoides muscle and 
the prethyroid ribbon muscles. If this is done, 
it will very seldom be found necessary to incise 
horizontally the sterno-hyoid and the sterno- 
thyroid muscles. 

It is very important to avoid loss of blood to 
as great an extent as possible, as the hyper- 
thyroid patient stands blood-loss badly. This 
will be greatly facilitated by securely clamping 
both the superior and the inferior thyroid 
arteries before beginning removal of the lobe. 

In exophthalmie goitre I have practised a 
moderately radical, bilateral resection of the 
gland, with complete removal of the isthmus. 
In clamping off the superior poles, it is im- 
portant to get above all thyroid tissue; and when 
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the resection is completed only a small portion 
of the gland is left on each side of the trachea, 
in front of the posterior capsule, covering the 
recurrent laryngeal nerves and the parathyroid 
bodies. The reason for this rather radical re- 
section in this type of goitre is to prevent post- 
operative morbidity in the form of an incomplete 
cure, and to lessen the tendency to later 
recurrence of the disease. Inasmuch as the 
microscopic anatomy of this type of goitre shows 
a high degree of hyperplasia and cellular con- 
sistency, it readily follows that the potency of 
a given bulk of such tissue is much greater than 
in colloid goitre, or in the normal thyroid, and 
consequently a much smaller bulk of such 
thyroid tissue may be expected to provide for 
the later demands of the individual. 

Cattell? and Rienhoff* have shown that when 
Lugol’s solution is administered in exophthalmic 
goitre, there is a reversion of the gland to more 
of the colloid type of goitre. This being the case, 
it follows that a given amount of thyroid tissue 
would be less potent after the use of iodine 
therapy than before, and for this reason care 
should be exercised in the way of doing a less 
radical operation on these cases than might be 
done on the cases which have not had iodine 
therapy. I have in mind three cases in the 
series under consideration, all of whom had 
received preliminary iodine treatment, and on 
whom the usual radical resection of the goitre 
was done, who, within a few weeks after opera- 
tion, swung from a markedly hyperthyroid state 
before operation, gradually to a definite degree 
of hypothyroidism. These three cases, however, 
gradually balanced up within the next two 
months, without thyroid feeding, 
since remained apparently normal. 

The microseopie picture of thyroid tissue re- 
moved from exophthalmie goitres, of this series 
which have received preliminary iodine treat- 
ment shows a marked increase in lymphoid 
infiltration, almost like lymph follicles scattered 
about. Thid is in marked contrast to the micro- 
scopic appearance of the thyroid tissue from 
exophthalmie cases which have taken no iodine 
and which shows usually only slight lymphoid 
infiltration. This has been found with great 
constaney, the significance of which I cannot 
explain. Microscopie examination of this 
tissue furthermore confirms the findings of 
Cattell? and Rienhoff* to the effect that in exoph- 
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thalmie goitre tissue where iodine treatment has 
been previously administered, the old picture of 
hyperplasia has been replaced by one more of 
the colloid type of goitre. (Figs. 1, 2 and 3). 


Fic. 1.—Tissue removed from an _ exophthalmic 
goitre case which had received no preoperative iodine 
therapy. Note the solid hyperplasia with absence of 
extensive lymphoid infiltration. 


Fig. 2.—Section of thyroid removed from a case 
of exophthalmic goitre following preliminary treatment 
with Lugol’s solution. Note the extensive collections of 
lymphoid tissue and the colloid appearance of the tissue 
proper as compared with Fig. 1. 

The complications possible in handling these 
eases are many, the more common of which are 
enumerated on page 1193, with their relation to 
this series of eases. 

Persistent morbidity and recurrences may be 
classed as end-results, rather than as complica- 
tions. In my opinion the surest procedure to 
prevent these results is the radical resection of 
tissue in exophthalmie goitre. After this opera- 
tion, I have found that the patient recovers 
more quickly and more fully, and any recur- 
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rences of my own that I have had were in 
eases I had done previous to this series, when 
a much less radical operation was performed. 
Most of the recurrences I have operated on were 
originally done elsewhere when only one lobe 
and isthmus had been removed or some such 
incomplete operation was originally performed. 


Fic. 3.—Same type of thyroid with similar changes 
to those seen in Fig. 2. 

I have endeavoured to get follow-up reports 
from these cases and have found the end-results 
particularly satisfactory. Many cases even of 
rather severe exophthalmic goitre resume their 
business duties in four to seven weeks following 
thyroidectomy, and remain perfectly well. This 
applies particularly in the case of exophthalmic 
goitre, to patients who have received surgical 
treatment early in the disease and have not been 
carried months and even years on some inefficient 
treatment or none at all in the hope that they 
might get well without operation. 

In this series of 320 cases, I had six deaths, 
which is a mortality rate of 1.87 per cent. In 
considering this, it must be remembered that 
all surgical types of goitre presenting themselves 
were handled, no case being refused operation 
as too sick, except two cases of advanced and 
inoperable carcinoma of the thyroid gland. 

An abstract of the fatal cases is as follows: 

Case 1.—Mrs. McC., woman aged sixty-eight; 
toxic adenoma of long standing; massive adeno- 
matous goitre with all the manifestations of late 
secondary hyperthyroidism. She was suffering 
from extreme loss of weight; this at time of 
operation was only sixty-three pounds. Blood 
pressure: systolic 235, diastolic 120, with a 
fibrillating heart; basal metabolism, plus 63. 
This woman was kept under observation in 
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Complications sometimes met with following 
thyroidectomy. 


Primary hemorrhage. 


Post-operative hyperthyroidism. 


Wound infection, with or without secondary 
hemorrhage. 


ih 
Tetany. 


Aphonia, from section of one or both recurrent 
laryngeal nerves. 
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In no case was it found necessary to open the wound to stop 
hzmorrhage. 4 ; : 
A varying degree of this occurs in many hyperthyroid cases. 





Incidence in the series under discussion. 





few mild infections of the wound were experienced. No 


cases of cellulitis of the neck, nor of secondary hemorrhage. 


One case in an elderly woman with toxic adenoma, controlled 
by a diet high in calcium. 


In no case was the patient unable to talk aloud by the time 
the dressing was applied to the wound. 


Broncho-pneunomia. One. 
Pulmonary infarction. Three—good recovery in each case. 
Post-operative myxcedema of a persisting type. None. 


Auricular fibrillation. 


Paroxysmal tachycardia. I 







hospital for a number of weeks, and was scen, 
in consultation, by two internists, both of whom 
felt she would steadily become worse unless 
interfered with, and that a greater risk than 
usual might be taken in an endeavour to remove 
her goitre. I did the operation under local 
anesthesia alone, and the patient seemed quite 
well for some hours after operation. Then she 
casually remarked that she felt short of breath 
and died in a few seconds. 

Case 2.—Mrs. M., an _ old-standing toxic 
adenoma in a woman fifty-eight years old. A 
few days after thyroidectomy she developed a 
broneho-pneumonia and died ten days later: 

Case 3.—Mrs. C., fifty-six years of age; toxic 
adenoma; had been treated for ‘‘heart disease’’ 
for six months before, a considerable period of 
the time being spent in bed. She died sixteen 
hours following thyroidectomy from what 
appeared to be a failing heart. 

Case 4.—Mrs. J., aged fifty-two, with a toxic 
adenoma, and a massive goitre, the whole left 
lobe of which was intrathoracic, filling up the 
mediastinum, while the right lobe was above the 
level of the clavicle. This caused a marked twist 
in the trachea and a great deal of difficulty in 
getting air. I removed the goitre, which weighed 
650 grams. The patient seemed well for seven 
hours after operation, then suddenly gasped for 
breath, became deeply cyanosed, and died in a 
few minutes, before a surgeon could be 
summoned. Autopsy showed a complete collapse 





Quite a number of cases of hyperthyroidism develop this a 
day or so or sooner following operation, when it has not 
existed previous to operation. 


It has always cleared up 
readily. 

have had two cases of this within a year, and it is often 
quite alarming, coming on usually a short time following 
operation. The pulse may be as fast as 190 to 200 per 


minute, yet the patient’s condition does not seem pro 
portionately critical. 





of a fibrous trachea, from the fourth to the 
eighth tracheal rings, from which most of the 
cartilage had disappeared. 

Case 5.—Mrs. J., thirty-six years of age; 
suffering from exophthalmie goitre of the 
wreckage type, having been in bed most e* the 
time for eleven years, with periods of exacerba- 
tion characterized chiefly by manifestations of 
a failing circulatory system, secondary to 
auricular fibrillation. This woman had a blood 
pressure of systolic 220, diastolic 115, and had 
a very large, vascular goitre, partly substernal. 
She died two days following thyroidectomy, 
from what appeared to be a failing heart. This 
woman had part of the right lobe removed else- 
where eleven years previously, and had been an 
invalid since from progressive heart failure. 

Case 6.—Mrs. M., sixty-eight years of age; a 
ease of mixed hyperthyroidism having multiple 
adenomata throughout the thyroid as well as a 
diffuse parenchymatous hyperplasia. She also 
had a fibrillating heart. Thyroidectomy after 
several weeks’ preparation. Patient died twenty 
hours after operation, apparently from hyper- 
thyroidism, and eardiae failure. 

The mortality rate as experienced in this series 
is found to be highest in the toxic adenoma. 
dealing as it does with elderly people, who have 
suffered from the disease for many years, and 
come for treatment with advanced degenerative 
changes in vital organs, notably the circulatory 
system, the prolonged intoxication 
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serious myocardial damage, and increasing 
arterial tension, all of which combine to make up 
this ‘‘bad risk’’ type of case, in which the deaths 
have occurred. They should have been operated 
upon much earlier in the disease. 

Experience has shown that even in the face 
of a mortality rate of approximately 4 per cent 
in these cases of old toxic adenoma, the great 
improvement and the lengthening of comfort- 
able life in the other 96 per cent, more than 
justifies the chances taken, inasmuch as without 
operation this form of goitre steadily grows 
worse, the patient usually dying of congestive 
heart failure much earlier than would other- 
wise have been the case. 

In exophthalmie goitre, the mortality rate is 
much lower; in the 179 thyroidectomies done for 
this condition, one died. This makes a death 
rate in thyroidectomy for exophthalmic goitre 
of a little over a half of one per cent, or to be 
exact .55 per cent. 

In the thyroidectomies without hyperthyroid- 
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ism, forty-five in all, there were no deaths; most 
of these were large goitres causing pressure 
symptoms. 

The case of mixed hyperthyroidism can hard}, 
be classed as a pure toxic adenoma. 

A great amount of scientific investigation is 
still being carried on regarding the mode oi 
functioning of the thyroid apparatus. William- 
son* has recently contributed some very fine 
work on the microscopic anatomy and _ the 
physiology of this gland and its associated struc- 
tures, the thymus and parathyroids, but until 
a better understanding, and a more exact con- 
ception of how these endocrine glands function 
is arrived at, surgery will probably remain the 
best means of treating hyperthyroidism. 
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ON CERTAIN GROOVES UPON THE DEEP ASPECT OF THE 
CRANIAL VAULT 


By I. MAcLarEN THOMPSON 


Department of Anatomy, McGill University, Montreal 


VERY student of medicine is more or less 
familiar with those arborising grooves upon 
the inner aspect of the cranium which are 
commonly said to be produced by the ramifica- 
tions of the middle meningeal artery. 

The early history of the teaching concerning 
these grooves has been so admirably related by 
Professor Wood Jones* that our present purpose 
will be adequately served by mention of such 
points as lead directly to my own observations. 

The majority of the anatomists of the seven- 
teenth century ascribed the genesis of these 
grooves not to the arteries but to the veins. It 
was Thomas Willis, whose observations upon the 
intra-cranial vessels caused his name to be 
attached to a somewhat circular arrangement of 
arteries at the base of the brain, who accredited 
the arteries with being the effective agents in 


the production of the grooves; this doctrine 
appears to have enjoyed undisputed popularity 
for quite two centuries. 

Within relatively recent years, however, 
several observers, notably Wood Jones, have 
confirmed the teaching of the seventeenth 
century anatomists that the grooves in question 
are in reality produced by the veins. Wood 
Jones has shown, moreover, that the venous 
channels accompanying the middle meningeal 
artery are not veins but sinuses, comparable to 
the other well-known intra-cranial blood sinuses, 
being merely clefts in the dura mater and con- 
taining no muscular element in their walls. He 
has shown further that, although both arteries 
and sinuses are lodged within the grooves, the 
sinuses usually intervene between the arteries and 
the bone, and he observes that ‘‘from a study 
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of the anatomical disposition of the parts it 
would seem quite possible that in cases of 
cranial fracture traversing the groove, or of 
injury which stripped the dura mater from the 
groove, the venous sinus might be injured, or 
actually ruptured, quite independently of the 
artery At times compression symptoms 
are remarkably slow in their onset in these 
injuries, and it may be that a study of the actual 
lesion in such cases would reveal the fact that 
bleeding was in reality venous.’’ As a result 
of the absence of a muscular element from) the 
walls of the vessels in question they cannot con- 
tract when severed, hence this element in the 
arrest of hemorrhage therefrom must be lacking, 
as in hemorrhage from the other intra-cranial 
blood sinuses. 

In 1899 Oskar Schultze® deseribed and figured 
certain grooves on the deep aspect of the vault 
of the skull which he attributed to meningeal 
veins other than these accompanying the 
arteries. He pointed out that both categories 
of meningeal veins (1.¢., those which accompany 
the arteries and those which do not) communi- 
cate with the diploic veins, and that in some 
ot his specimens, particularly near the vertex, 
the inner table of the bone was deficient so that 
small (feine) diploic veins lay freely exposed 
on the inner aspect of the vault. 

In 1914 Doctor Bernard Coen' examined the 
skull of a Chinaman the cause of whose death 
was certified as senile decay. ‘‘The skull showed 
a large deep vascular groove just posterior to 
the coronal suture on the left side. A few 
millimetres posterior to this groove was another, 
much shallower groove which ran parallel to 
it in the lower part of its course, but which 
diverged from it as it was traced up towards 
the vertex.’’ Coen succeeded in establishing 
that the deep groove lodged a large diploic 
vein, the shallower groove containing the middle 
meningeal vessels. In addition he observed a 
groove of similar nature in a like situation in 
another markedly senile skull with edentulous 
and atrophied maxillary alveolar arches and a 
remarkably atrophied calvaria. He ascribed the 
formation of such grooves to a process of erosion 
ot the inner table of the skull by diploic veins. 
These were apparently large examples of what 
Schultze had observed on a smaller scale. The 
power of effecting such erosion exhibited by 
the diploie veins in certain instances may be 
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gathered 
Poirier 


from the following sentence in 
and Charpy’s Traité d’Anatomie 
Humaime': ‘‘Plusieurs fois les diploiques fron- 
tales ont été trouvées variqueuses, surtout 
au-dessus de l’angle interne de l’oeil; elles 
formaient des tumeurs fluctuantes, visibles sous 
la peau; les deux tables externe et interne de 
l’os avaient été resorbées (Stromeyer).’’ (The 
italics are mine). 

As the criteria for recognizing the two types 
of grooves set forth by Coen would appear to 
be of value, for example to the pathologist or to 
the surgeon (under circumstances suggested 
below), they may be quoted. ‘‘The characters 
of the large groove under consideration, as well 
as of some others I have examined, were as 
follows: The groove was deep and rugged, its 
edges were sharp and overhanging. This ap- 
pearance is in accordance with what would be 
expected to follow if the most prominent part 
of an underlying vein had absorbed the inner 
table by inducing a pressure atrophy 
the ordinary meningeal grooves have their 
edges smooth and everted, and the grooves slope 
gradually down to their greatest depth.’’ (The 
italics are mine). 

Coen makes the following additional observa- 
tion. ‘‘In some cases it is quite possible that 
ordinary meningeal vessels may come to lie in 
such grooves. This would occur if the meningeal 
vessels chanced to be opposite the eroding 
diploie veins, and I have specimens showing this 
condition, there being a very thin lamina of 
bone intervening. This appears to be borne 
out, too, in those eases in which one edge of 
these large grooves overhangs the groove and 
the other edge is smooth and everted.’’ Of 
course this difference between the two lips of 
the same groove will not occur where the posi- 
tion of the meningeal vessels corresponds 
accurately to that of the diploiec vein. 

Thus in certain apparently uncommon cases 
large grooves exist on the inner aspect of the 
ealvaria which contain no less than 
separate and distinct vessels, namely, 
within outwards, (1) meningeal artery, 
meningeal sinus and (3) diploic vein. 

Two such grooves are illustrated in Figs. 
1 and 3, which are photographs of the inner 
aspect of the right and left sides respectively 
of the vault, of a skull in this department. The 
large main grooves fulfil the criteria of grooves 


three 
from 


(2) 
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of diploic origin laid down by Coen, while the 
smaller grooves (some of which are offshoots 
from the large grooves) labelled M1 to M11 in 
Figs. 1 and 3 present the characters of grooves 
due to meningeal vessels. It is clear that the 
smaller branches of the anterior division of the 
middle meningeal vessels lay in the smaller 
ramifying grooves, while the manner of the 
origin of certain of these from the main grooves 
shows that the latter lodged the main trunks of 
the anterior divisions of the middle meningeal 
vessels, in addition, of course, to large diploic 
yeins. 

On each side of this skull, when the large 
groove is traced down towards the base it be- 
comes a complete bony tunnel in the neighbour- 
hood of the pterion, and the foramen through 
which the anterior division of the middle 
meningeal vessels entered the tunnel is plainly 
visible. (This tunnel is not shown in the figures) 


This is a well-known arrangement in this 


region, but whereas usually the upper end of 
such a tunnel opens out into an ordinary middle 
meningeal groove, this skull is peculiar in that 
the tunnel opens upwards into a groove of the 


nature above indicated. 

A glance at the cut edges of the skull in 
Figs. 1 and 3 reveals the extent to which the 
thickness of the cranium is reduced in the 
region of these large grooves. Indeed, on the 
left side (Fig. 3) little more than the outer 
table remains. It is clear that the presence of 
this variation enormously increases the liability 
to fracture of such skulls as happen to possess 
it. Indeed, in such an instance as the left side 
of this skull, it would appear as though trauma 
of an exceedingly slight degree of severity might 
well suffice to produce a fracture; the vessels 
liable to injury under such circumstances are, 
of course, those mentioned above as occupying 
such a groove. In medico-legal or workmen’s 
compensation cases may it not be well for the 
surgeon or the pathologist to be in a position to 
recognize such grooves? 

Professor Elliot Smith’ has recorded a ease of 
no small interest in this connection which he 
observed in Cairo. ‘‘The subject was a Turk 
about sixty years of age, whose cranial cavity 
was a veritable museum of morphological and 
pathological curiosities. The pacchionian bodies 
were distributed along enormously enlarged 
middle meningeal veins, which formed on each 
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side a large lac sanquin of the dura mat: 
this was lodged in a very deep furrow (about 
lem. wide) alongside the coronal suture; and 
the bone forming the floor of this furrow wus 
so thin that when the man fell as the result 

a large cerebral hemorrhage, the skull frav- 
tured along the whole course of both middi; 
meningeal veins. These veins were the chic! 
efferent venous channels from the brain, tly 
superior longitudinal sinus being greatly reduced 
in size and importance.’’ (The italies are 
mine). It seems clear that the agency respon 
sible for the production of the deep grooves in 
this case was different from that in the skull 
herein described, but the two are identical as 
regards the significance of such deep grooves 
from the point of view of the possible results 
of trauma. 

As hereinbefore indicated, Coen based his 
conclusions mainly upon the examination of two 
skulls, one from a senile subject and the other 
exhibiting marked calvarial atrophy. Our skull 
differs from these in being quite uncommonly 
thick, as Figs. 1 and 3 illustrate and as further 
discussed below. This specimen thus shows that 
the deep grooves under discussion may be 
present in a skull of normal or even of super- 
normal thickness. This means that a thick skull 
is not necessarily an efficient safeguard against 
the serious consequences of trauma, even though 
the latter appear to have been trivial. ‘‘A 
chain is as strong as its weakest link.’’ 

Coen concludes ‘‘that the factors’ at work 
producing these grooves are: (a) large diploic 
vessels to commence with; (b) some degree of 
venous engorgement; (¢c) an atrophying skull 
consequent on advancing age.’’ The last point 
would appear to merit further discussion in the 
light of the evidence afforded by our skull. 

Coen subscribes to the commonly held doctrine 
that the cranium undergoes atrophy in old age. 
In 1924, however, Professor Wingate Todd* 
pointed out that as long ago as 1861 Lucae 
suggested that the reduction in the weight of 
the skull which accompanies senility might hx 
due to atrophy of the bones which constitute 
the facial skeleton rather than to thinning of 
the cranium. Wingate Todd’s investigations 
have led him to agree with this suggestion of 
Luecae’s, for he has found that while the 
thickness of the cranium is extremely variable, 
it ‘‘inereases slightly with age up to about sixty 
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vears, but thereafter there is no real evidence of 
any normal change,’’ (italics mine). Untor- 
tunately nothing is known of the individual 
from whom this skull was obtained, but from 
its appearance I have little hesitation in stating 
that the subject was well past middle age. 

I feel that our skull is of importance chiefly 
because it indicates that cranial atrophy is not 
a necessary factor in the production of the deep 
erooves referred to above, i.e., that it is not a 
the 
To justify this 
contention it is essential that two points be 
established, namely, (1) that this cranium is 
not atrophied and (2) that the grooves in ques- 
tion are in 

The 
Figs. 1 and 3. But not only is this skull not 
the contrary, it is considerably 
thickened, as the following table shows. My 
half- 

pretend to the 
Wingate Todd’s; 
nevertheless they will serve our present purpose. 


in the erosion of inner 


table by the diploic veins. 


necessary factor 


fact of the nature indicated. 


first point is amply demonstrated by 


thinned—on 


measurements are given to the nearest 
millimetre, and they cannot 
anthropometric accuracy of 


TABLE I. 
THICKNESS OF CRANIUM (in mm.) 


Point at which thick- Average of 448 male 


ness was measured white skulls measured McGill skull 
by Wingate Todd 


Glabella “a 
Opisthion........... f 
Vertex. ......200056 


fright 8. 
\ left 8. 


Euryon 


Professors 
Doctor C. T. 
ot pathology of 


Is this thickening pathological? 
Il. Oertel and L. J. Rhea 
Crowdy of the department 


and 


McGill University have all expressed the opinion 
that the not 
pathological in nature. Professor Oertel added 


(independently ) thickening is 
that if it is pathological, then it is some ex- 
I have to thank 
these gentlemen for giving me the benefit of 
their expert opinion upon this matter. It may 
be concluded that the thickening exhibited by 
this skull is of the nature of an anatomical 
variation, not the result of a morbid process. 

It has stated that the large 
grooves in our skull present the characters of 


tremely obscure condition. 


been above 
erooves of diploic origin, but it seems desirable 
to reinforce this demonstrating 
their continuity with undoubted diploie channels 


evidence by 
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within the bone. To this end wires were 
inserted into certain apertures through which 
the grooves obviously communicated with the 
interior of the bone and leaden pointers were 
affixed to the deep aspect of the cranium by 
means of adhesive tape, the tip of each pointer 
indicating the point at which the corresponding 
wire disappeared into the substance of the bone, 
as shown in Figs. 1 and 3. Each pointer is 
designated by the same number as the wire to 
which it corresponds. Radiograms were then 
taken of the right and left sides of the vault 
(Figs. 2 and 4), the orientation of the calvaria 
with respect to the x-ray tube corresponding 
approximately to its orientation with respect 
Figs. 1 and 3. I have to 
Doctor E. C. Brooks, radiologist to the 
Ross Memorial Pavilion of the Royal Victoria 
Hospital, Montreal, 
radiograms. 


to the camera in 
thank 
these 


for kindly taking 


In Fig. 2 one recognizes the grooves M1, M2 
and M3 seen in Fig. 1. In Fig. 2 it is seen that 
failed to enter the bone for any 
considerable distance because its point has been 
arrested against the upper wall of the canal 
which it entered. 


wire 1 has 


This tortuous channel D1 is 
seen extending backwards from the large groove, 
and Fig. 1 shows that there is no groove on the 
surface of the bone corresponding to this appear- 
ance D1 in Fig. 2. Of the diploic nature of this 
channel there can be no doubt. In Fig. 2 the 
meningeal groove M3 is seen to cross this diploie 
channel D1. Pointer 2 crosses wire 3 near its 
lower end, but the tip of the pointer is at the 
spot where wire 2 disappears into the bone. The 
length of wire within the bone is seen in Fig. 2, 
and the channel D2 in which it lies is seen 
extending forwards from the tip of the wire. 
Fig. 1 shows that the appearance labelled D2 
in Fig. 2 is not due to a groove on the surface 
of the bone. The grooves M4 and M5 visible 
in Fig. 1 are also visible in Fig. 2 where they 
are seen to be distinct from D2, which is clearly 
a diploic channel. Wire 3 has not entered very 
far into the bone, but the fact that it has 
entered at all means that it must lie in a diploie 
channel. The latter is the 
radiogram, however. 


not distinet in 

In Fig. 4 one recognizes grooves M6, M8, M9 
and M10 seen in Groove M7 is 
seemingly too shallow to be revealed in the 
radiogram. 


Fig. 3. 


Diploic canal D3, the opening of 
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which into the main groove is visible in Fig. 3, 
is well seen in Fig. 4 as a large channel pur- 
suing a gently sinuous course from the main 


M8, M9 and M10 eross this channel, the diploi: 
nature of which is beyond question. Attemp' 
to introduce a wire into D3 were unsuccessful 
the wire catching in the upper wall of the can: 
after the manner of wire 1 (Fig. 2). It i 


-_ is 


groove backwards towards the occipital region. 
No groove is visible in a corresponding situa- 


tion in Fig. 3, and Fig. 4 shows that grooves not without interest, however, to have such 


» 
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| 


io 
i 


= 

Fic. 1—Photograph of inner aspect of right side of cranial vault. The groove 
labelled main groove is the large groove believed to have lodged both meningeal and 
diploic vessels. For further description see text. 
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Pointer + 
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Fic. 2.—Radiogram of right side of cranial vault. For description see 
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clear picture of a large diploie channel opening 
into the main groove without the presence of a 
wire. In Fig. 4 wires 4 and 5 are seen to lie 
for a short distance within the bone and there- 
fore within diploie canals. The appearance D4, 
which is tortuous, is not due to groove M11, 
which is straight and exceedingly shallow. D4 
is therefore a diploic channel, overlain by groove 


5 


Pointer 


Wire 5— 


| 


2 


oo 
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Fig. 3.—Photograph of inner aspect 
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of left side of cranial vault. 
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M11. The significance of such an arrangement 
has already been discussed. 

it is thus demonstrated that in this skull two 
separate and distinct sets of channels communi- 
eate with the large main grooves, namely, (1) 
ordinary grooves due to meningeal vessels and 
(2) diploic channels. This is held to establish 


that the large grooves must have lodged large 


—Pointer 4 


—Opening 
of D3 


The eroove 


labelled main groove is the large groove believed to have lodged both meningeal and 


diploic vessels. 
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Fic. 4.—Radiogram of left side of cranial 


Main 


vault. 


For further description see text. 


~Pointer 4 


Groove 


For further description see text. 
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diploic veins as well as the main trunks of the 
the middle meningeal 
Occurring in a skull of unusual thick- 
ness, this seems to show that cranial atrophy is 
not an essential factor in the erosion of the 
inner table by diploic veins. Of course it may 


anterior divisions of 


vessels. 


be a factor in some eases, but it does not appear 
to be a sine qua non. 

If, then, generalized cranial atrophy be noi 
a factor in the solution ot the continuity of the 
inner table, of what nature is that process? 
Some may term it a localized atrophy; per- 
sonally, however, I am inclined to regard it 
rather as an instance of what Professor A. W. 
Meyer terms attrition’. As an example of this 
phenomenon, and an example which I think 
presents some striking resemblances to our skull, 
he states that ‘‘it is not uncommon to find great 
thickening present in the interbursal septum 
in the prepatellar region and yet find the septum 
amazingly fenestrated.’’ He depicts such a 
specimen in Fig. 7 of an earlier paper*. A 
general the 
apparently important phenomenon of attrition 
is uncalled for here, but I may mention that 
Mever does not regard it as a_ pathological 


discussion of interesting and 


process; in this connection the opinion of the 
pathologists that our skull is not pathological 
is highly suggestive. It seems to me that in 
the kind of case under discussion the attrition 
of the inner table by the diploic veins may quite 
possibly be due to the operation of either or both 
of the first 
Certain of the diploie channels in our skull 


two factors suggested by Coen. 
appear very large in the radiograms. 


Summary 


The principal points which it has been my 
endeavour to bring out in this communication 
may be re-stated as follows. 


1. The venous channels accompanying the 


Anterior Lobe Pituitary Extract.—In a pre- 
liminary report on the effects of feeding anterior 


lobe pituitary extracts to children, H. Gardiner- 
Hill and J. 
conclusions: (1) Such feeding appears to have 
(2) In 
fantilism, where the epiphyses are not already 


Forest Smith, offer the following 
some therapeutic value. cases of in- 


fused, the extracts appear to be of value in in- 
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arteries are not veins bit 
sinuses (Wood Jones). 


2. They are situated between the arteries and 


middle meningeal 


the bone, for the grooves upon which they ave 
responsible (Wood Jones et al). 

3. By reason of this anatomical position the 
are even more liable to injury than the arterics 
in certain cranial fractures (Wood Jones et al). 

4. The cranium does not normally exhibit 
senile atrophy (Wingate Todd). 

5. Diploic veins may effect a solution of the 
continuity of the inner table of the cranium, 
thus coming to lie in grooves upon its dee) 
aspect (Schultze, Coen). 
small or large. 


Such grooves may he 


6. Grooves of diploic origin may be dis- 
tinguished by their appearance from those duc 
to meningeal vessels (Coen). 

7. Large grooves of diploic nature may con- 
tain both meningeal and diploie vessels (Coen, 
Thompson). 

8. Such large grooves predispose to fracture 
(Elliot Smith). 

9. They may be present in thick as well as in 
thin skulls (Thompson). 

10. They may be formed by a 
attrition (Thompson). 


process of 
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fluencing growth. (3) They may prove of value 
in certain types of amenorrhea associated with 
(4) A general 


reduction in the blood sugar curve has been 


minor degrees of infantilism. 


constant in all cases investigated by the authors, 
suggesting increased carbohydrate tolerance.— 
Lancet, July 31st. 
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BASAL METABOLIC RATES IN YOUNG ADULTS 


PHYSICAL EXAMINATION AND DETERMINATION OF BASAL 
METABOLIC RATES OF A GROUP OF YOUNG ADULTS 
(MEDICAL STUDENTS AND NURSES) 


By A. T. Cameron, D.Sc., F.I.C., 


F.R.S.C., Professor of Biochemistry 


H. D. Kircuen, M.D., C.M., Lecturer in Medicine, and 


D. F. McRar, M.D., C.M., Demonstrator in Anatomy, University of Manitoba. 


From the Faculty of Medicine, University of Manitoba, Winnipeg 


T the suggestion of the Medical Research 
Committee of the University, and with the 
permission of the Faculty Council of Medicine, 
we have carried cut detailed physical examina- 
tions of 193 male and thirteen female students of 
the first four years of medicine, and basal meta- 
bolic rate determinations of 202 of these students. 
In addition we have been able, through the cour- 
tesy of Dr. G. F. Stephens, superintendent of 
the Winnipeg General Hospital, to carry out basal 
metabolism determinations of eighty-one nurses, 
and to utilize the (somewhat less rigorous) 
physical examination carried out by one of us 
(D. F. M.) on these nurses. 


From these studies we have derived informa- _ 


tion of some value in two directions: 

1. The degree of abnormality of a group of 
young adult males, unselected except as regards 
mental ability and predilection towards a medical 
career. (The nurses undergo a physical examina- 
tion before being accepted for training, and are, 
therefore, to be considered a practically normal 
group). 

2. Basal metabolic rate values of a group of 
normal young adults, available for comparison 
with the accepted tables. (This comparison is a 
continuation of the work of one of us’ previously 
carried out with children). 

The following routine of examination was used 
in leading to these results with all males, and a 
similar examination was carried out with females: 


_ History (enquiry as to race, number of years resident 
in their home district, water supply there, date of last 
successful vaccination, previous ee if any, and family 
history); height and weight; pulse; blood pressure in a 
sitting position, at once and after fifteen minutes’ rest in 
the same position (the reading being determined by 
auscultation over the lower end of the brachial artery, 
using a mercury column sphygmomanometer) ; eyes ( only 
for pupil reflex); teeth, tonsils, and cervical glands; 
thyroid (following Hamilton and McRae’s classification 
for size?, and further noting consistency, presence or 
absence of nodules, thrills and bruits); lungs (the usual 
inspection, with palpation, percussion, and auscultation 


both before and after cough, while in any doubtful 
case a stereoscopic radiogram of the chest was made); 
heart; abdomen; knee-jerks; skin; inguinal rings; urine 
(at least a twelve hours’ specimen was examined); basal 
metabolic rate (the procedure adopted has been outlined 
by one of us). 


Analysis of results ——One hundred and thirteen 
male and ten female students, and fifty-three 
nurses showed no evidence of organic disease, 
though of the males twenty-one showed some non- 
organic abnormality. 

Ten males showed a somewhat ‘“‘high’’ basal 
metabolic rate, though there was no evidence of 
thyroid enlargement. The high values we attri- 
bute to imminence of examinations or some other 
extraneous cause, and, at most, this group can 
only be considered hyperexcitable. 

Forty male and three female students and 
twenty-eight nurses showed thyroid enlarge- 
ment, slight except for seven males and three 
females (moderate), and one female (marked). 
Only one of this group was possibly hyperthyroid 
(having a basal metabolic rate definitely above 
normal, and tachycardia persisting after fifteen 
minutes, with a pulse of 100). 

Thirty-one male students showed other organic 
abnormalities; seventeen of these showed, in 
addition, slight thyroid enlargement but normal 
basal rate. Of these abnormalities the most in- 
teresting were nine potentially hypertensive cases, 
four duodenal ulcers (two previously unrecog- 
nized), only two cases of pulmonary tuberculosis 
(apparently quiescent), only three abnormal urine 
findings (one previously recognized as a chronic 
nephritis, the other two apparently orthostatic 
albuminurias), and a peculiar condition in one 
student in which were associated a high basal 
metabolic rate and a persistent high red cell 
count (seven millions). 

Note on vaccination against smallpoxr.—Data were ob- 


tained of 195 students, as follows: never vaccinated ten; 
vaccinated, but not successfully, fifteen; vaccinated suc- 
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cessfull 
suce 


but not in the past seven years 115; vaccinated 
ully within the past seven years 55. 


Note on blood-pressure results —Including those with 
slight thyroid enlargement, 129 male students between 
eighteen and twenty-six years inclusive, analyzed accord- 
ing to age, showed an average for each year very constant 


throughout this age group, the systolic extremes of the - 


yearly averages being 107 and 119, and the diastolic, 
71 and 78, and there being no progressive change with 
age. 

Basal metabolism results—Students were ex- 
amined by the same Sanborn “Handy” apparatus 
as was used in the measurements of children that 
have already been reported’. A Sanborn-Bene- 
dict apparatus was used for nurses. 

While it is not to be expected that such instru- 
ments will give the same degree of accuracy as 
larger experimental apparatus, yet since such 
smaller clinical instruments are, and will be used 
generally (though it would appear likely that 
Rabinowitch’s instrument*®, equally small, will 
give better clinical service) it seemed desirable 
to determine the basal values with such instru- 
ments of a large number of young adults, and to 
ascertain how these values compared with those 
calculated from height and weight measurements 
by the standard methods of DuBois and of Harris 
and Benedict. 

This seemed the more desirable since the values found 

for children showed a marked discrepancy from Talbot’s 
redicted values based on weight. It may be remarked 
hens that since Cameron’s values have been used in the 
Winnipeg General Hospital two hundred and seven chil- 
dren have been examined to whom these values were 
applied, of whom only seventeen showed definitely high 
values, and thirteen doubtful values, while had Talbot’s 
predicted values been used ninety-five would have shown 
definitely high, and twenty-seven doubtful values. Eighty- 
two of these children were examined clinically by one of 
us (H. D. K.), and only in six cases were the basal rates 
higher than those expected from clinical examination. 
(These eighty-two showed, according to Cameron’s values, 
sixty-eight normal, six doubtfully, and eight definitely 


high; according to Talbot’s tables, thirty-five normal, eight 
doubtfully high, and thirty-nine definitely high). 


It had previously been determined that the 
“Handy” apparatus registered 2 per cent too 
high values; the necessary correction was applied. 
The “Sanborn-Benedict” registered correct 
values. 

Repetition of the tests with children could not 
conveniently be carried out except in a very few 
instances (though, of course, in all cases a pre- 
liminary test was given). Such repetitions 
seemed desirable, however, in order to test the 
machine, and a number were made with students, 


with the “Handy” apparatus. (Again, in all 


cases, a preliminary, unrecorded, test was made). 
Boothby and Sandiford’s charts (based on the 
DuBois formulz) were used in these tests. 


Harris 
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and Benedict’s formula gives very similar figures. 
The results follow: 


Normal students.—(1) Oct. 20, - 2 per cent; Nov. 4, 
+4 a cent; Nov. 13, +3 per cent. 
(2) Oct. 23, +15 per cent; Nov. 6, +3 per cent; 
Nov. 11, — 2 per cent. 
(3) Oct. 23, +6 per cent; Nov. 6, +6 per cent; Dec. 
9, +3 per cent. 
(4) Oct. 20, +13 per cent; Nov. 20, +14 per cent; 
Nov. 27, +5 per cent. 
(5) Nov. 2, —8 per cent; Dec. 3, +5 per cent. 
(6) Nov. 10, — 1 per cent; Dec. 3, — 1 per cent. 
(7) Dec. 8, +12 per cent; Dec. 15, +2 per cent. 
Slight thyroid enlargement.—(8) Oct. 24, +1 per cent; 
Nov. 20, — 5 per cent; Nov. 26, —3 per cent. 
Moderate thyroid enlargement.—(9) Oct. 29, +1 per 
cent; Nov. 13, — 3 per cent; Nov. 26, +1 per cent. 
Potential hypertension.—(10) Oct. 22, +1 per cent; 
Nov. 18, +1 per cent; Nov. 27, +5 per cent. 
Systolic murmur.—(11) Dec. 1, +20 per cent; Dec. 16, 
+20 per cent. 


These figures show reasonable agreement. 
Wherever possible, subsequently, tests which gave 
high results were repeated. Two normal indi- 
viduals and three with slight thyroid enlarge- 
ment showed at first tests rates slightly above nor- 
mal, and on repetition normal figures. Six others 
showed a maintained high rate. 


A number of comparison tests were carried out with 
the two machines used, with normal individuals, and with 
patients (in the Winnipeg General Hospital) of different 
metabolic grading. The comparisons are, of course, liable 
to some error, since, especially with patients, the strain 
of two consecutive tests is liable to increase the reading. 
All individuals agreed that the “Handy” machine was less 
comfortable. The results show moderate agreement: 

Normal individuals (different dates).—(1) ‘Handy,’ 

-15 per cent; “Sanborn-Benedict,” — 13 per cent; 


(2) “Handy,” -—4 per cent; “‘Sanborn-Benedict,’ 
+ 5 per cent. 


Non-normal individuals (consecutive tests).—(a) 

“Handy” machine used first, and figures given in 
that order: (3) —28 per cent; —14 per cent. (4) 
—1 per cent; +14 percent. (5) +5 per cent; +7 
per cent. (6) +13 per cent; +28 per cent. (7) 
+35 per cent; +43 per cent. 
(b) “Sanborn-Benedict”’ machine used first, and 
figures given in that order: (8) — 15 per cent; -— 26 
per cent. (9) O per cent; —9 per cent. (10) 
0 per cent; —4 per cent. (11) +2 per cent; -9 
per cent. (12) +6 per cent; +6 per cent. (13) 
+10 per cent; +2 per cent. (14) +11 per cent; 
+22 percent. (15) +47 per cent; +36 per cent. 
(16) +51 per cent; +24 per cent. (17) +57 per 
cent; +49 per cent. 


The basal metabolic rates were measured of 
123 males and fifty-seven females, classed clini- 
cally asnormal. From their heights, weights, and 
ages the normal figures were calculated by (i) 
Boothby and Sandiford’s chart (Dubois*, page 
143) combined with the Sage normal standards 
(DuBois, page 156), (ii) Harris and Benedict’s 
prediction formule (DuBois, page 161), and in 
addition, since presumably users of Sanborn’s 
machines generally use the tables furnished by this 
instrument manufacturer, (iii) the tables supplied 
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by Sanborn some years ago (referred to as ‘‘San- 
born’s old ‘tables’’), and (iv) those he now sup- 
plies (referred to as ‘‘Sanborn’s new tables”’). 

Of these 180 individuals, thirteen males showed 
at first ‘examination obviously abnormal rates. 
On repetition of those available only two came 
within normal limits. These thirteen were ex- 
cluded, in considering normal standards. The 
remainder are summarized in Table I. 

Remembering that these results are based on 
an initial test (merely preceded by a short pre- 
liminary test to habituate the subject to the 
apparatus), the figures are in good agreement with 
theory, whether the DuBois or the Harris and 
Benedict standards are used. (Since the former 
is based on an undoubted connection between 
heat loss from a surface and heat supply to that 
surface, while the latter is purely empirical, we 
prefer to use the DuBois standards). The ex- 
tremes observed fall closely within the limits 
emphasized by Benedict, plus or minus fifteen 
per cent, so far as males are concerned, while the 
figures tend to be very slightly lower for females, 
the average being minus 2 per cent for them, as 
compared with 0 per cent for males. 

The figures obtained with Sanborn’s old tables 
are in good agreement, but those with the new 
tables are distinctly higher—about 5 per cent 
throughout. The reason of this discrepancy 
appears to be the fact that the spread of age given 
in Sanborn’s tables is too great (twenty to fifty 
years). The old tables appear to apply cor- 
rectly to the age-group twenty to thirty, the new 
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tables to the age-group forty to fifty, and each 
table requires a correction for other ages. Obvi- 
ously the high figures obtained with the new 
tables in many cases in the above results would 
lead to error if employed clinically. 

The discrepancy between Talbot’s and Cam- 
eron’s figures, as far as measurements in Winni- 
peg are concerned, is not paralleled for young 
adults, and either the DuBois or Harris and Bene- 
dict standards can be used correctly for them. 


Note on thyroid enlargement.—Analysis of the pro- 
portion of thyroid enlargements at different ages shows 
no definite regression with increasing age in either male 
or female subjects. Twenty-six per cent of all the males 
examined showed enlargement, thirty-seven per cent of 
all the females. ° 


Note on calculation of basal metabolic rate from pulse 
pressure and rate-—Read ° has suggested that it is possible 
to calculate the basal metabolic rate from the blood pres- 
sure and pulse, using the formula 

B.M.R. =0.683 (P.R. + 0.9 P.P.)- 71.5, 

where B.M.R. indicates the basal metabolic rate, P.R. 
the pulse rate, and P.P. the pulse pressure. At the sug- 

estion of Dr. W. D. Macdonald we have tested Dr. 

ead’s formula with our results. Blood pressure and pulse 
rate measurements were made of eighty-eight students, in 
all cases after the determination of the basal metabolic 
rate, so that these students had been resting prone for at 
least three-quarters of an hour. In seventy of the io - 
eight cases normal results were obtained by both methods, 
and in forty of these the differences did not exceed 5 per 
cent. Four cases of slight hypertension showed, as is to 
be expected, higher values by the blood pressure formula 
(respectively 22, 18, 12, and 6 per cent higher), and in two 
of these the values obtained by this method were above 
normal. In nine cases in whieh high “basal” rates were 
recorded through excitement or some similar extraneous 
cause, the figures determined from the blood pressure and 
pulse were normal. The explanation would appear to be 
a more rapid return of blood pressure and pulse to normal 
following excitement, than of tissue catabolism. Had 
the blood pressure and pulse readings been taken before 
the metabolic rate, they would also probably have indi- 


TABLE I 
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Harris and Benedict . 


Dubois Standards 


Extremes 
0 
-10—+ 6 
- 6—+15 
- 6—+15 
-10—+15 ~ 


-19—+ 4 
-17—+11 
-12—+11 
-15—+ 7 


- 19—+15 


Extremes 
9—+ 9 


1i—+18 
-~16—+15 
~10-—--+10 
- 13—+16 = 
~16—+ 4 
-16—+14 


- 16—+17 


Old Sanborn 
Standards 


Mean 
% 


New Sanborn 
Standards 


Mean 


Standards 


Mean Extremes 
0 % % 


—11—-+. 6 
- 7—-+13 


Extremes 


% 


5—+11 
2—+19 
1—+21 
5—+21 
9—-+20 
5—+16 
9—+22 
-12—+ 7 
- 11—+19 


- 12—+422 
— 3—+22 
-15—+ 4 
~10—+17 
- 6—+17 
- 9 +18 
-0-+9 


-15—+221| +3 


° 


2—+17 
6—+13 
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+1 +++++4+4+ 
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-12—+413 
- 5—+4 
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cated a high rate. Of the remaining three cases one 
showed a basal rate of plus 5; that calculated from the 
formula was minus 24 per cent. His pulse was only 50. 
The second showed on two occasions a basal rate of plus 
43 and plus 31 per cent; the correspondin; eo from 
the formula were minus 8 and 9. The thir , possibly 
hyperthyroid, gave by the two methods the respective 
figures plus 50 and plus 24 per cent. 

In addition, a number of pathological cases were 
measured in the Winnipeg Ge eral Hospital following a 
basal metabolism test. 

Of ten showing a normal basal rate seven showed a 
normal rate fram the formula; the remaining three showed 
a rate above normal from the formula, the differences 
being respectively 14, 30, and 30 per cent. 

Of nireteen cases showing a high basal rate six gave 
a normal rate from the formula (the average figure bein 
15 per cent. lower), and while t*e ot' er thirteen show 
a high rate also, the actual figure was usually much lower 
{averaging 17 per cent less), though in three exceptions 
a —— a-figure was respectively 5, 17, and 20 per cent 

igher. 

One case showed a doubtfully low rate of minus 14 
per cent, and a definitely low formula figure of minus 22 
per cent. 

It would, therefore, appear that. whilst in most cases, 
and especially with normal individuals, the two methods 
lead to similar results, yet the.exceptions are sufficiently 
numerous, with variations in both directions, to prohibit 
reliance being placed on figures calculated from the blood 
pressure and pulse. 

It might appear useful to obtain this additional 
information in order to check up a basal rate determina- 
tion, but it seems to us very doubtful if more information 
would be obtained than from the ordinary clinical exam- 
ination. 

There is one final point concerning which the useful- 
ness of the formula might be considered. An initial 
determination might be made of the basal rate directly 
and from the formula, with subsequent determinations o 
the latter (especially where, as in country districts, meta- 
bolic apparatus might be lacking) in order to check up 
changes in the former. Such a procedure involves the 
assumption that for one patient the two sets of figures 
would run parallel. We have only one set of comparisons 
to test this, but this series lends no support to such an 
assumption. 


Miss K.—May 19 B.M.R. +39%; formula-figure +21% 
+76 +30 


May 25 
June 3 +77 +32 
+39 +20 


June 8 
June 15 +31 +23 


Our results, therefore, do not lend support to the use 


of Read’s formula for the clinical determination of the 
basal metabolic rate. 


Discussion of Results 


Of 193 male students examined only ninety-two 
(47.6 per-cent) can be regarded as functionally 
and physically perfect, and 113 (58.5 per cent) as 


functionally normal. The group of female stu- 
dents is too small to analyze similarly, and the 
. group of nurses does not come within a similar 
unselected category. Amongst the females slight 
thyroid enlargement is the only abnormality. 
Such slight thyroid enlargement is the chief 
abnormality in both sexes, in agreement with the 
fact that the Winnipeg district comes within the 
goitre belt of North America. 
Our technique in measuring blood pressure fol- 
lows that of Adamson®, and our results empha- 
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size the point he stresses that a “basal” blood 
pressure can only be obtained after a period of 
rest, and a “basal” pressure must be measured 
if any accurate conclusions are to be drawn from 
it. The mean initial blood pressure of 129 
normal male students (including those with slight 
thyroid enlargement and normal basal metabolic 
rate) between the ages of eighteen and twenty-six 
inclusive was 124/80, while the corresponding 
mean “basal” measurement was 112/73. Fur- 
ther, the initial readings showed much wider 
fluctuations. It will be noted that while the 
diastolic pressure showed an average fall of only 


-7 mm. mercury pressure, the systolic pressure 


showed a fall of 12 mm. 

The physiological effect of respiration on the 
systolic blood pressure was quite marked in 
many cases, the point of audibility being in some 
instances from 8 to 10 mm. mercury pressure 
higher during expiration than during inspiration. 
The reading taken as representing the systolic 
blood pressure was that point where all the beats 
were audible in both phases of ordinary respira- 
tion. 

Vincent and Cameron’ have discussed the 
marked effect of forced breathing on blood pres- 
sure, to which this seems to be the normal phy.io- 
logical parallel. 

We know of few examinations of students 
reported in the literature similar to those given 
in this paper. The most extensive is that of 
Alvarez®, who has summarized the results of 
examination of 15,000 students of the University 
of California, carried out by different clinicia™s. 
The method employed does not appear to be 
comparable to ours. Blood pressure findings 
especially were dealt with. Adamson has criti- 
cised the technique used. No “basal” readings 
were obtained, and it is doubtful if Alvarez’s 
conclusions are valid. Legge® has analyzed the 
urine findings of 1,224 students entering the 
University of California. Only fifty-one showed 
abnormalities, the most prominent being albumin- 
uria; this was in all but six cases of physiological 
origin. Lord Dawson of Penn?® has recently 
emphasized the occurrence of hypertension in 
children and young adults. 

Our results suggest the desirability of a careful 
examination of all university students, and es- 
pecially of students in a medical school, in which 
such examination can most reasonably be de- 
manded and most efficiently controlled. The 
abnormalities found in only the small group we 
have examined are sufficient to justify such an 
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examination from the point of view of prevention 
and early treatment. We note that Baylor 
University College of Medicine" is now demand- 
ing such examination of all entrants, and is 
further demanding vaccination against smallpox, 
and urging vaccination against typhoid and 
paratyphoid fevers. 


Summary 


The results are detailed of a physical examina- 
tion of a moderately large group of young adults. 
The most frequently occurring abnormality was 
slight thyroid enlargement. 

Adamson’s contention that blood pressure 
readings should be made under “basal” condi- 
tions, if definite conclusions are to be drawn, 
receives support. 

The basal metabolism figures of 110 normal 
males and fifty-seven normal females of ages 
varying from eighteen to thirty-two years are in 
egreement with the DuBois and Benedict stan- 
dards. 

The “Sanborn” tables at present in use are 
about 5 per cent too high for adults of these ages 
and may lead to error if employed clinically. 

Rezd’s formula for calculation of the basal 


The Pathogenesis of Hypertension—a New 


Thecry.—The immediate causes of arterial 
hypertension are still sufficiently uncertain to 
warrant a lively interest in any engaging new 
hypothesis. Studies on the pathogenesis of 
hypertension, carried out by Bordley and Baker 
in the department of pathology of Johns Hopkins 
Hospital, have been stimulated by the demon- 
stration of Anrep and Starling of London that 
a reduction in the amount of blood reaching the 
part of the brain concerned with vasomotor con- 
trol brings about a compensatory rise in the 
systemic arterial pressure. This was effected by 
the ingenious experiment of making the circula- 
tion through the brachiocephalic artery of an 
experimental animal independent of the rest of 
the blood supply of the body. The circulation 
through the medullary vascular centers could 
thus be controlled and made independent of 
changes in the heart or in the splanchnic vessels. 
A fall in the blood pressure in the brain pro- 
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metabolic rate from pulse pressure and pulse rate 
has been tested with a group of normal and 
pathological individuals and the results do not 
justify the use of this formula clinically. 


We desire to thank Dr. Margaret Rioch for 
carryinz out the physical examination of the 
women students under our direction, and those 
members of the Faculty who have co-operated 
by carrying out special examinations, especially 
Dr. D. A. Stewart and Dr. J. C. McMillan, and, 
further, Dr. G. F. Stephens for facilities in the 
Winnipeg General Hospital during the clinical 
examinations. Our thanks are also due to Misses 
J. E. Williamson, C. Gibson, and M. Ferguson 
for assistance in carrying out the basal meta- 
bolism measurements. 
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duced immediate vasoconstriction in the rest of 
the animal. Bordley and Baker have found 
arteriosclerosis in the medulla oblongata without 
exception in man in cases with a history of 
hypertension, whereas the arterioles in this region 
were found unaltered when there was a record 
of normal blood pressure. The Baltimore path- 
ologists, recognizing the current belief that 
arterial hypertension is accompanied by arterio- 
sclerosis in at least some portion of the body, 
suggest that a localization of this process in the 
medulla oblongata may be the essential factor 
in the production of persistent high blood pres- 
sure. The possibility remains, of course, that 
the anatomic changes may be secondary to the 
hypertension. Bordley and Baker tentatively 
conclude that there is at least an association be- 
tween persistent hypertension and arterio- 
sclerosis of the vessels supplying the brain 
stem.—Journal American Medical Association, 
July 24, 1926. 





THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


THE TREATMENT OF LARYNGEAL TUBERCULOSIS IN 
SANATORIA* 


By C. D. Parritr, M.D., C.M. 


Calydor Sanatorium, Gravenhurst, Ontario 


ROM the literature one is forced to conclude 
that outside the larger health resorts and 
occasional sanatoria, the treatment of laryngeal 
tuberculosis has not been energetic. Yet, the 
literature shows that much may be done for such 
cases. Specialists are, perhaps, quite properly 
critical of amateurs entering their field. Those 
sanatoria, however, which are isolated and which 
cannot have the convenience of consultations 
and regular visits from specialists must, perforce, 
undertake the treatment of laryngeal tuberculo- 
sis by members of the staff; even operative proce- 
dures, if these cases are to get their due. With 
reasonable restriction in regard to the hopeless, 
this group of cases should be admitted to sana- 
toria where they can best be treated, since fre- 


quent visits to an office may be prejudicial to 
their recovery. 

In 1922, through a questionnaire sent to twenty 
sanatoria in Canada, I made an enquiry regard- 
ing the amount of laryngeal tuberculosis recog- 
nized, and the routine of examination and 
treatment employed. Of 8,393 cases, 5.4 per 


cent actually had tuberculous laryngitis. Since 
the number of patients in the different institu- 
tions varied greatly, the average of the percen- 
tages of each institution probably gives a truer 
estimate of its prevalence; this was 8.6 per cent. 
In thirteen sanatoria discrimination against the 
admission of cases with tuberculous laryngitis 
was probably exercised; these averaged only 
4.5 per cent, while in six institutions in which there 
was no selection, the average was 16.6 per cent. 
It was striking that in two adjoining provinces 
with large provincial institutions, in one the 
average was 33 per cent, and in the other 3.2 per 
cent. 

Besides discrimination against the cases with 
laryngeal tuberculosis no doubt the general class 
of patient admitted varied, as did the criteria of 
diagnosis and the thoroughness of routine exam- 
ination. Because of these last two variables, 


* Read at a meeting of the Ontario Laennec Society, 
May 25, 1926. 


8.6 per cent is probably too low. In four insti- 
tutions in Massachusetts, Hawes found the inci- 
dence of laryngeal tuberculosis to be 8 per cent. 
At Mount Vernon Sanatorium, Barwell found 
11 per cent; at the King Edward Sanatorium, Sir 
St. Clair Thomson 22.2 per cent; and at Otisville 
Sanatorium, Dworetsky 25.6 per cent. At the 
large tuberculosis clinic of the Gage Institute, 
Toronto, only 1.2 per cent of the patients exam- 
ined by laryngologists had laryngeal tubercu- 
losis, while at the Henry Phipps Institute in 
Philadelphia, 7.4 per cent showed laryngeal 
tuberculosis. Probably admissions to the hos- 
pital of the Phipps Institute, also went through 
the clinic. 

In the twenty Canadian sanatoria, examina- 
tion of the larynx on admission and as a routine 
was undertaken in eight; on admission and sus- 
picion in six; on admission only in two; and on 
suspicion only in four. A consulting laryngolo- 
gist visited at regular intervals of from one week 
to two months, in four, and at irregular intervals 
in six. In ten there was no consulting laryn- 
gologist on the staff. Adequate facilities for 
treatment were found in one; incomplete facilities 
in four; and nine depended upon a local specialist. 

In regard to treatment, silence, whispering, 
sprays and insufflations were used in all; intra- 
tracheal injections in six; pigments in eleven; 
chaulmoogra oil in two; natural heliotheraphy in 
twelve; artificial in two; tuberculin in five; nerve 
blocking in seven; the galvano-cautery in two; 
curettage in one; epiglottidectomy in four; other 
operations in three. 

In 2,857 cases of phthisis, recorded by four 
authors, quoted by Lockard, the average of 
laryngeal involvement was 29 per cent. Horne 
in 359 consecutive cases of phthisis found no 
change in the larynx in only nine, although he 
considered fifty-five would escape the naked eye 
at post-mortem, 7.e., in 97.5 per cent, the larynx 
was tuberculous. Fetterolf found 83 per cent 
of cases coming to autopsy at the Henry Phipps 


‘Institute had the larynx involved. At Bromp- 
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ton Hospital 52.6 per cent showed naked eye 
evidence of tuberculosis at post-mortem. By 
microscopical section even higher percentages 
than these have been shown to be tuberculous. 
St. Clair Thomson’s comparison of the mor- 
tality.in sanatorium patients without and with 
laryngeal tuberculosis from three to seven years 
after discharge, emphasizes the importance of 
this complication in prognosis. In contrasted 
groups laryngeal tuberculosis makes the prog- 
nosis relatively more gloomy for the earlier pul- 
monary cases than the moderately advanced, 
and more so for these than for the far advanced. 
Without this complication the expectation in 
fairly early cases is that 60 per cent of patients 
will be alive in from three to seven years after 
discharge from the sanatorium. In similar 
groups of pulmonary cases, this complication 
reduces those living to 30 per cent. For prog- 
nosis, a laryngeal examination may outweigh in 
importance all other clinical examinations. While 
not necessarily the fatal disease of a generation 
ago, he considers laryngeal tuberculosis, next to 
meningitis, the most serious complication of pul- 
monary tuberculosis. 
During the period 1909-1922*, of 652 tubercu- 
*The material upon which this paper has been based 
was analyzed in 1922, and, while it has been used for 
several addresses, it has not hitherto been published 


except in the Transactions of the American Climatological 
and Clinical Association for 1923. 
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lous patients treated in two small sanatoria, 


107 (16.4 per cent) had laryngeal tuberculosis. 


Laryngitis considered to be non-tuberculous oc- 
curred in 9.5 per cent. The following tables 
briefly summarize points of interest in a complex 
analysis: 


CLASSIFICATION NATIONAL TUBERCULOSIS ASSOCIATION 


Group 


Type-general Whole series Tub. Laryn. 
o7 
/O 


Incipient 
Mod. 


Result-general 
Arrested......... 
Ap. arrested 
Quiescent........ 
Improved 
Unimproved 
Died 


19 

7 

20 f 
Stationary 25 
Unimproved 17 y 


SMES oe a 5 f 


For more than twenty. years I have been so 
placed that regular visits by specialists were 


quite impracticable, and I have been obliged to 
attempt the treatment of these cases myself. 


CLASSIFICATION OF Masor LARYNGEAL LESION 


Congestion 


Infiltration 


acter_——____—__—_____—____—__— 
Ulceration Hypertrophy 


17 17 15 


7 18 
14 1 


24 49 16 


ANALYSIS OF LESIONS 
362 lesions (358 intra laryngeal) recorded in 114 cases (7 twice included). 


Total 

Site Percentage Congestion 
6.7 
2.0 
12.5 


Epiglottis 
Ary.-epiglottic folds. 
Ventric bands... 
Vocal cords 


Infiltration 


Fixation 


Character-—— 


Ulceration Hypertrophy  Paresis 


Arytenoids 11.3 
Inter-ary. space 25.9 
Ant. commissure... . 3 
Subglottic 5.6 


Percentage total. ... 100 


2. 
3; 
5. 
7. 
3. 
10. 


1. 
3. 
34.4 13. 
3. 
3. 


4.5 


25.9 36.2 25.9 8.9 
The pharynx was involved in one case (.3%) and glands in three cases (.9%)._ 
Methods of Treatment (exclusive of voice rest and sprays, used in the great majority) : ; 
Intratracheal injections in 1 (+), pigments in 21 (+-), reflected sunlight in 3, galvano-cautery in 17, operations in 
9—(curetting 4, arytenoidectomy 1, epiglottidectomy 4, tracheotomy 1), and nerve blocking in 4 cases. As an 


auxilliary tuberculin was used in 18, and artificial pneumothorax in 14 cases. 
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Records for the first seven years are lost to me. 
During this period pigments, especially formalin, 
with occasional curettments, were consistently 
used, with fair results, effecting cures in a number 
of cases and restraining progress of the lesion in 
many others. Except in very mild cases I have 
never felt it right to rely upon sanatorium treat- 
ment alone, when it seemed possible to accom- 
plish something by local treatment. 

The daily application of pigments is very 
exacting in the matter of- time. This is well 
illustrated in Bulloch’s large series, which, how- 
ever, show what remarkable results can be ob- 
tained by such persistent treatment. During 
the last fourteen years, however, I have used the 
galvano-cautery consistently where applicable, 
and this, with voice-rest, has made it possible 
to dispense almost entirely with other time- 
consuming measures. It has, as Wood expresses 
it, “largely displaced bloody surgery,” and the 
results are frequently quite dramatic. It is a 
practicable and relatively easy method of treat- 
ment, although its adoption has been slow. It 
was, I believe, first used for laryngeal tubercu- 
Icsis by Voltolini in 1861, and again by Heryng 
about 1887. Dundas Grant advocated it at the 
beginning of this century, but it was little used 
until Mermod’s and Gruenwald’s publications in 
1903 and 1907 respectively. As early as 1904 
Harland used it at the Henry Phipps Institute. 
Thomson found that while sanatorium treat- 
ment with silence arrested the local lesion in 
12.5 per cent of his whole series, the galvano- 
cautery added 8.5 per cent to the arrested group. 
He applied it to 20 per cent of the whole series 
and secured arrest in 42 per cent of the cases thus 
treated. Its adoption should be general in all 
sanatoria. Of seventeen cases of my series its 
use was only intended to be palliative in three; 
these patients died. In two the condition re- 
mained stationary; in two there was material 
improvement; and in ten (59 per cent of the 
cases thus treated) the result was either apparent 
cure or arrest of the lesion. It has been used in 
a number of other cases not included in this 
series. The appended case histories will illus- 
trate its value as the major factor in promoting 
rccovery from the laryngeal complications. 

In the sanatorium the patient with laryngeal 
tuberculosis has living conditions and a régime 
under which local measures give much more 
promise of benefit than when they are carried 
out without these advantages. Atmospheric con- 
ditions are improved and the irritation of tobacco 
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and alcohol controlled. Rest of voice, even 
silence, can be carried out with daily encourage- 
ment and with the maintenance of some com- 
panionship. The conditions above the larynx 
which further laryngeal irritation emphasized hy 
all writers, can be investigated, referred if neces- 
sary to a rhinologist, and treated as a matter of 
routine. Such treatment may lessen irritation 
and cough surprisingly. Cough may, even more 
than talking, aggravate the lesion. Its cause 
should be carefully sought. Liquifying expec- 
torants and sedatives are usually necessary for 
a time. Cleansing and sedative sprays, and 
sedative intratracheal injections and insufflations 
can be underfaken at frequent intervals as a 
routine and given effectively. Instruction and 
supervision in the use of reflected sunlight are 
easily managed. This last-method of treatment 
has greatly reduced apprehension in regard to 
definite or suspected laryngeal tuberculosis in 
our western provinces, where it can be promptly 
and efficiently applied. 

More active measures will be frequently indi- 
cated. While procrastination in their application 


will sometimes be desirable, prompt active inter- 
ference may gain greater security for the patient 


and save him much time and apprehension, and 
also save both the physician and staff much time. 
The swabbing with pigments while condemned by 
some, has given marked success to others who 
have patiently followed this method. I am con- 
vinced of their value but now seldom use them. 
Frequent applications of formalin and lactic acid 
have been displaced by the occasional use of 
Lake’s pigment or by the galvano-cautery (lactic 
acid 50, formalin 7, carbolic acid 10, water 33). 
Such pigments are best applied with a curved 
applicator of tapered brass wire, which is flexible, 
yet springy, and is less likely to do injury than are 
the rigid applicators usually listed by the instru- 
ment makers. After a moderate amount of prac- 
tice by the sanatorium physician on an impro- 
vised dummy, the consistent application of 
formalin (3-10 per cent), lactic acid, or iodo- 
glycerine solution will in localized ulcerations 
have some beneficial effect, at least in lessening 
secondary infections, and at the same time be 
excellent training for endo-laryngeal operations. 
Then, the occasional application of Heryng’s 
curettes, while useful in itself by removing in- 
fected tissue, will help to make applications of 
pigments more effective. 

These curettes are also of use in the removal 
of granulomata and tuberculomata. Here the 
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double curettes or punch forceps of Lake or 
Barwell or Watson Williams are more effective. 
The epiglottis punch-forceps of Lake used with 
or without the fixation foreers of Hett, can re- 
move the epiglottis with one punch and give the 
greatest relief to odyncphagia when due to a 
diseased epiglottis. Escat’s tongue retractor is a 
help for this relatively simple operation. After 
such removal pain may remain because of a 
swollen arytenoid, which may also be relieved by 
the removal of a portion of it with Lake’s forceps 
or preferably by ignipuncture. The latter method 
is also urged by Wood as superior to and safer 
than epiglottidectomy. Indeed, the galvano- 
cautery has fairly displaced all operative mea- 
sures, possibly excepting that of epiglottidectomy 
and that for the preliminary removal of papillo- 
mata with bases of limited extent. 

The electric cautery is not difficult to use when 
reasonable dexterity in making topical applica- 
tions has been acquired. The point can be placed 
while cold but must be removed while hot. On 
removal there is the easy possibility of scorching 
the opposite laryngeal surface by the heel of the 
cautery. Dan McKenzie has designed a set of 


five points set at different angles, which I have 


been accustomed to use, with a most convenient 
handle designed by Hovell. Wood describes 
three types of points with which I em unfamiliar. 

For endo-laryngeal operations an hour is 
chosen as far as possible from a meal. An injec- 
tion of morphia gr. 1/6 and atropin gr. 1/150 is 
civen twenty minutes before anesthetization is 
begun. This greatly lessens the secretions of 
mucus later, besides being sedative to the patient 
in every way. The pharynx is lightly sprayed 
with 1 per cent cocaine solution. Ten drops of 
10 per cent cocaine solution is measured into a 
small conical glass to which a drop or two of 
adrenalin solution is added. Two drops are 
dropped upon the papille at the base of the 
tongue, also upon the epiglottis, and into the 
larynx while the patient phonates. The remain- 
der, two drops at a time, is placed upon the site 
of cauterization at intervals of two minutes. A 
Hartwell’s dropper is most convenient. The 
patient is required to expectorate the solution 
promptly. A part of a measured grain of cocaine 
crystals is then applied on a moistened swab 
directly to the site to be cauterized and held 
there as recommended by Wood; this is repeated 
in three minutes and after another three minutes 
cauterization or operation is begun. Experiments 
may show that less cocainization will suffice. 
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After the operation, oil sprays, or intratracheal 
injections of a sedative oil solution, and the throat 
ice-bag give comfort. 

The object of this method of treatment is not 
merely the destruction of a certain amount of 
tuberculous tissue but the production of a reac- 
tion, resulting in improved blood supply and the 
formation of scar tissue. The disappearance of 
tubercle in the cauterized and surrounding tissues 
has been shown experimentally by Wood. The 
patient must have enough vitality to react suffi- 
ciently to repair the injury done by the cautery. 
With such reactive power there is no contraindi- 
cation to cauterization as regards the pulmonary 
lesion and general conditions. The first cauteri- 
zetion should be cautiously undertaken, and 
should be limited when the general condition is 
much impaired. At all times restraint should be 
exercised in regard to the number of punctures 
and amount of surface attacked. The depth of 
puncture must be controlled in order to avoid 
burning cartilage. It is best to do rather less 
than one may feel inclined to do. Experience 
only can teach the extent and depth of cauteriza- 
tion for different types of lesions and patients. 
The same area should not be again attacked until 
healing has taken place and opportunity for 
shrinkage given. This will require about a 
month. Other areas may, meanwhile, be treated. 
The reaction is relatively slight. Only once have 
I seen distress from dyspnoea, when cauteriza- 
tion was combined with a cutting operation in a 
small larynx. The patient rarely suffers pain 
at the time and is not fearful of a repetition of the 
treatment. Soreness afterwards subsides quickly 
and is seldom severe. Wood believes that all 
types of localized tuberculous lesions within 
reach will be more successfully combated by 
cauterization than by any other form of treat- 
ment and that 90 per cent of incipient cases can 
be cured. 

Active treatment is to be preferred, as a rule, 
to delay when the lesion is early, even though the 
lung disease is probably curable. Active treat- 
ment is necessary in grave cases for the relief of 
pain and sometimes for dyspneea. Then extreme 
weakness is the only contraindication. When 
there are no severe symptoms in acute and far 
advanced cases, operative treatment is unneces- 
sary and probably prejudicial. As a rule, the 
higher the disease is situated in the larynx the 
more urgent is the need for energetic treatment, 
because of the likelihood of rapid extensive infil- 
tration. 
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For palliative treatment, Leduc’s autcirsuf- 
flator for anesthetic and antiseptic powders, 
Yankauer’s dropper for solutions, and Seymour 
Jones’ U-auto-injector for intratracheal injections 
of solutions in oil are most useful. The last 
mentioned is used by inserting a catheter through 
a nostril, the point of which behind the uvula 
immediately overhangs the larynx. Nerve block- 
ing has given relief, sometimes very marked, in 
about 60 per cent of the attempts. It has been 
repeated a number of times on the same patient. 
Epiglottidectomy may also be necessary even 
with successful nerve blocking, to give full relief. 
Feeding, and posture when taking food, demand 
much consideration. 

In the sanatorium, laryngeal tuberculosis has 
not proved fatal in cases, which otherwise had a 
favourable prognosis. It has been the least 
dangerous complication of pulmonary tubercu- 
losis and the one most amenable to treatment. 
It has often become arrested or cured before the 
patient had recovered from the pulmonary dis- 
ease. Even in cases entering with .advanced 
laryngeal lesions and bad prognosis, relative 
comfort can frequently be given by active mea- 
sures. To be able to change certain disaster to 
relative or complete recovery by a little skilful 
interference is such a satisfaction that the treat- 
ment of laryngeal tuberculosis in sanatoria de- 
serves every consideration. 


CASE HISTORIES 


C. 36. Mrs. B. T. P. Age thirty-eight. Admitted 
February 24, 1918. Discharged June 4, 1920. Duration 
of disease fourteen years. Variable laryngeal symptoms 
during this time. Present illness began eight months 
before admission. Symptoms general; also hoarseness, 
almost complete aphonia. tar advanced; slight lesioa 
right lung; moderate in left with cavity. 


Intracutaneous Salt Solution Test.—The use 
of the intracutaneous salt solution test as a test 
of the efficiency of the cireulation in the ex- 
tremities is discussed by Milton B. Cohen, H. 8. 
Appelbaum and E. L. Hainsworth, Cleveland. 
It is said to be a rapid and accurate method of 
determining tissue affinity for water. Sixty min- 
utes or more is the normal disappearance time. 
In all conditions associated with localized an- 
oxemia, the salt solution disappearance time is 
decreased. In cardiac disease with decompensa- 
tion, the disappearance time is always twenty 
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Larynz.—Hoarseness, lancinating pains in right ear 
and odynophagia; moderate papilloma, ulceration at 
apex on left side of interarytenoid sulcus. March 24th, 
or nage cauterized. April 30th, cauterized. May ist 

ealthy granulations; throat has not been so comfortable 
in years. Six months after first application only smal! 
elevated scar was to be seen. When seen three years 
later, no recurrence of laryngeal trouble, despite the fact 
that there had been a gradual enlargement of the cavity 
in the left lung, and an attempted pneumothorax had been 
unsuccessful. While patient had made great improve- 
ment in weight, symptoms of pulmonary activity were 
induced by the slightest liberty of movement; she con- 
tinued to remain on most complete rest. Early in 1926 
the patient was reported living but details in regard to 
her condition were unknown. 


M. 58. Mr. H. P. B. Age thirty-one. Admitted 


May 17, 1915. Discharged April 2, 1917. Pleurisy with 
effusion in 1903. Recent breakdown in December, 1914. 
January, 1915, throat sore; odynophagia, huskiness; re- 
Far 
left lung severe 


cent hemoptysis; constitutional symptoms marked. 
advanced; right lung moderate lesion; 
lesion. 


Larynx.—Right cord thickened, large granuloma at 
middle. Infiltration of left arytenoid. Slight ulceration 
in interarytenoid space. June 1, 1915, galvano-cauteriza- 
tion right cord and left arytenoid. June 24th, both 
ventricular bands swollen. July 3rd, cauterization of left 
ventricular band and left arytenoid. August 15th, cau- 
terization of left arytenoid; application of Lake’s solution 
to the ulcer, which was idioued by severe reaction. 
September 15th, throat improved; relative fixation of left 
cord. December 14th, superficial ulceration of the right 
cord and moderate congestion. Left ventricular band 
thickened, probably ulcerated, left cord irregularly thick- 
ened and congested. Less soreness in larynx. March 
18, 1916, cauterization of left ventricular band and re- 
cently infiltrated right arytenoid. March 22nd, cauteri- 
zation of interarytenoid space. May 18th, cauterization 
of interarytenoid space. October 24th, a small papilla 
in the centre of the interarytenoid space. Slight fissure 
in the right ventricular band; the left cord fixed, not con- 
gested, overshadowed by the left ventricular band; scar 
on the left arytenoid. February 24, 1917, mucous mem- 
brane of very normal appearance. Left cord fixed, but 
few sensations referred to the larynx. Patient has used 
voice for three months—fair quality when not strained. 
Marked general and pulmonary improvement. May 29, 
1926, the patient has been carrying on his occupation as 
salesman since discharge, for the nine years; uses voice a 
great deal; no recurrence of laryngeal lesion; has this 
year had further invasion of the left lung and has developed 
a cold abscess at the right costal margin, but is still 
working. 


minutes or less in the edematous areas. If there 
is no decompensation, normal values are ob- 
tained. In cases with peripheral arterial disease, 
the disappearance time is always decreased in 
areas showing clinical involvement. From ob- 
servations in thirty-five cases, it has been noticed 
that readings below ten minutes have been found 
only in tissues immediately above areas of 
gangrene. Readings between ten and twenty- 
five minutes are strongly suggestive of develop- 
ing gangrene.—Jour. Am. Med. Ass., May 29, 
1926. 
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THE VALUE OF PARALLEL KOLMER AND KAHN TESTS AS A 
STANDARDIZED LABORATORY PROCEDURE IN THE 
SERUM DIAGNOSIS OF SYPHILIS 


By CHarLes M. ANDERsSon, M.D. 


Director Public Health Laboratories, Department of Health of Ontario 


VER since the important discovery of the 

phenomenon of complement-fixation by the 
Belgian scientist Bordet, laboratory workers 
have been endeavouring to find a practical, 
specific and reliable method for determining the 
presence of syphilitic infection by tests on the 
blood and the spinal fluid. No attempt will be 
made here to review the voluminous literature 
on the subject of complement-fixation in syphilis. 
The reader is referred to the standard text- 
books on the subject. 

Probably no diagnostic method has met with 
more criticism and abuse than the Wassermann 
reaction and yet probably no laboratory pro- 
cedure gives more trustworthy information than 
a Wassermann test when properly performed. 
In some eases of latent syphilis, it may even 
be the only positive finding leading to a diag- 
nosis. While at the outset only specific extracts 
of organs of syphilitic persons were used as 
antigens, it was not long before it was shown 
that extracts of normal organs would give the 
same reaction and could be used equally well as 
antigens. This of course, caused a great deal of 
confusion and was the chief cause of the doubt 
as to the specificity of the test that has re- 
mained almost to the present day. Then again 
up until very recently, false positive reactions 
have been reported in pregnancy, tuberculosis, 
malaria, diabetes and almost every other disease 
known to afflict humanity. As a result of this 
uncertainty, three schools of thought relative to 
the clinical value of the Wassermann reaction 
developed. One group placed absolute reliance 
on it, even going so far as to accept the weakest 
reactions as indicating the existence of syphilis. 
The second school looked upon the Wassermann 
reaction as but a symptom to be placed along- 
side other clinical findings, while the third group 
considered that the technique of performing the 
test was subject to so many possible errors that 


no great reliance could be placed upon it. With 
the latter group, if the laboratory results 
coincided with the clinical findings, they accepted 
it but if not, the result of the test was ignored. 
It would indeed be difficult to state in which 
group the great mass of physicians belong to-day. 

In order to avoid non-specific reactions, sev- 
eral methods have been devised. Some labora- 
tories hoped to overcome the difficulties and 
shortcomings of the test by testing the serum 
by two or more different methods. Others used 
two or more antigens and so on until we had 
far too many different methods with too few 
attempts at a uniform procedure. 

The clinician naturally would like to have an 
infallible test and particularly one which applied 
to repeated specimens would give exactly the 
same result. In fact many physicians think that 
an error in technique has invariably resulted 
when repeated specimens sent either to one lab- 
oratory or to different laboratories, fail to give 
the same result. While we do not believe that 
any method of performing the Wassermann test 
yet devised is sufficiently free from possible ir- 
regularities that a single positive reaction, in the 
absence of clinical signs can be taken as prima 
facie evidence of syphilitic infection, yet, with 
a known satisfactory technique in good hands 
a positive finding even on a single specimen is 
always suggestive. In this connection it has 
been conclusively demonstrated that the react- 
ing substance in the blood whatever its nature 
may be, is subject to marked and unaccountable 
variation not only in treated cases but in many 
so-called latent cases. We also know that guinea 
pig complement varies considerably not only in 
hemolytic properties but also in its ability to 
become fixed. ‘It is usually on account of one 
of these factors that slight variations occur in 
the strength of reactions. 

We believe, however, that physicians have a 
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right to expect a method which shall be sensitive 
to small amounts of the reacting substance and 
which at the same time shall be as free as pos- 
sible in the light of our present knowledge from 
non-specific fixation. 

A method which only gives a positive reaction 
when there are undoubted clinical signs is of no 
great value to the physician except for con- 
firmation. 

A satisfactory Wassermann test should be suf- 
ficiently sensitive to indicate the presence of 
infection when skill in clinical diagnosis is not 
great, when clinical signs are doubtful or when 
clinical signs are absent such as in many latent 
cases in pregnancy. It should also be sufficiently 
sensitive to indicate to the physician when a 
patient may safely be allowed to discontinue 
treatment. 

From the time the Wassermann test was in- 
troduced a great deal of attention has been given 
to false positive reactions but the false negative 
side is only beginning to receive its just con- 
sideration. 

There can be no doubt that false negative re- 
actions giving to many a false sense of security 
are often followed by disastrous results to the 
patient, his wife and his children. It is not 
enough for a serologist to have a method that 
does not give false positive reactions. Unless he 
is equally certain that his method is picking up 
those doubtful cases in which a diagnosis is so 
difficult without a positive Wassermann reac- 
tion he is not doing his full duty as a serologist. 

It is for these reasons that we urge the adop- 
tion of a uniform procedure which should reduce 
disagreements between results of tests at differ- 
ent centres to an irreducible minimum and which 
should obviate all but the factor of the personal 
equation in the reading of the results. 


THE NEED OF A STANDARDIZED PROCEDURE 


About ten years ago the Medical Research 
Council’ of Great Britain formed a special com- 
mittee to report upon standardization of the 
Wassermann test. Some of the findings of this 
committee were, in brief, as follows: 

1. That there was an urgent need for stan- 
dardization. 

2. Thai if the test was properly performed 
no laboratory diagnostic test gave more trust- 
worthy information. 

3. That direct scientific advantage would 
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plainly be gained if one standardized method 
received sole recognition and was alone employed 
for official returns. 

4. That it should be stated in the body of the 
report the particular method employed. 

5. That the test should be performed at few 
rather than at many laboratories. 

6. That tests should be performed at places 
where a minimum of about fifty tests would be 
performed each day of the test. 

7. That the test should be performed at least 
twice a week. 

8. That a central laboratory should prepare 
and distribute official standard antigen and 
amboceptor. 

Following the lead of this committee, severa! 
workers in Great Britain and the United States 
began investigations to find a method which 


_could be accepted as a standard procedure. 


Among the workers in Great- Britain, the 
research, work of Griffith, Scott and Eastwood’ 
deserves special mention. These men studied 
each ingredient which enters into the Wasser- 
mann reaction and endeavoured to find the 
factors in the test which account for the varia- 
tions, with a view to reducing these to a 
minimum or within the limits of the personal 
equation of the: different workers performing 
the test. They proposed a new standard 
antigen which in reality was a modification of 
Noguchi’s acetone insoluble lipoid antigen. The 
erude cholesterin and other undesirable sub- 
stances were removed from the extract and a 
known definite quantity of pure cholesterin was 
added. This was found by experiment to 
greatly increase the sensitiveness of the antigen, 


-without the danger of false positive reactions 


which were so frequently encountered with 
most crude antigens of uncertain cholesterin 
content. 

- They also confirmed the work of Smith and 
MacNeal’ that overnight fixation in the ice-box 
frequently gave positive results in latent cases 
and long treated cases which reacted negatively 
with the usual method of fixation at 37° C. 

Kolmer in Philadelphia began his monumental 
work with this problem in 1918. The fruits of 
his efforts have been reported by him from time 
to time since 1920. He also studied every 
element which enters into the test. He developed 
a highly sensitive and specific antigen similar 
to the one advocated by Griffith and Seott and 
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found by experiment the proper proportions of 
all ingredients to use in the test. The test 
which he proposes has been made as delicate or 
as sensitive as possible consistent with specificity. 
The technique which was finally decided upon 
was thus based on the painstaking investigations 
conducted by Dr. Kolmer and his associates 
over a period of six or seven years and is what 
is now known as_ Kolmer’s standardized 
technique.* 

The method has been subjected to careful 
comparative trial with other methods by a 
large number of workers. Up to May, 1925, 
over 88,000 tests had been performed by a 
number of unbiased serologists in a critical com- 
parison of Kolmer’s method with other well 
known methods. It was almost invariably found 
that Kolmer’s method offered distinct advantages 
over other methods. 

Kilduffe’ has compiled reports of 1544 cases 
of various conditions other than syphilis, such 
as tuberculosis, diabetes, malaria, pregnancy, 
scarlet fever, etc., which have been previously 
reported as having given false positive reactions 
with other methods and which have now been 
He points 


investigated by Kolmer’s method. 
out that with Kolmer’s method, so far only 
three ‘‘probable’’ false positive reactions have 


been recorded. It would appear therefore that 
when a positive reaction is obtained with 
Kolmer’s method the onus must fall upon the 
physician to rule out syphilis by a very thorough 
investigation. 

The test has been given strong endorsation by 
syphilologists and clinical pathologists in many 
parts of the United States. The American 
Society of Clinical Pathologists® passed a resolu- 
tion at their annual meeting in 1924, accepting 
the Kolmer method as the standard test for 
their society. Again at last year’s meeting of 
the same society, the test received further 
endorsation. 

As Kolmer on several occasions has pointed 
out, it has not been his endeavour to develop 
a test which by its simplicity alone would be 
accepted as a standard method. No effort has 
been spared to produce an accurate, extremely 
sensitive and reliable test which would give few, 
if any, false positive reactions. 

The consensus of opinion of those who have 
given the method a fair and unbiased trial is 
that it is superior to any other method which 
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has yet been proposed as a standard test for 
syphilis, and that it should be so accepted until 
a better technique has been worked out. The 
experience we have had with the method at the 
central laboratory of the Department of Health 
of Ontario, justifies all claims made by Kolmer. 
We have performed over 25,000 tests with the 
method with but two ‘‘probable’’ false positive 
reactions having been reported. We enjoy now 
a feeling of confidence in our serologic results 
which we never had previously and we have no 
hesitation in recommending the method to 
other health departments or hospital laboratories 
as a standard sensitive and reliable method. 


THE KAHN PRECIPITATION TEST 


As Eastwood points out if a positive Wasser- 
mann reaction is due to a changed colloidal con- 
dition of the patient’s serum and not to the 
presence of a mysterious ‘‘Wassermann sub- 
stance’’, the correct course for the future would 
seem to be in simplifying the test for syphilis 
by making it a direct test for a particular 
colloidal condition by perfecting the precipita- 
tion tests. 

Floceulation or precipitation tests as a substi- 
tute for the Wassermann reaction have been 
advocated by Meinicke, Sachs and Georgi, Kahn 
and others. To Kahn’ goes the credit of 
devising an improved precipitation test. His 
new method which he described in June 1924, 
has distinct advantages over other precipitation 
methods. In careful hands this test gives results 
very similar to a reliable complement-fixation 
test as will be seen from our results of testing 
over 15,000 serums with the Kolmer method and 
the Kahn precipitation test. 

The clinical application of the Kahn precipita- 
tion test has been investigated by Wile, Keim, 
and Kahn® in over 6000 syphilitic and non- 
syphilitic conditions. Their results indicate 
that the Kahn precipitation test compares 
favourably in specificity and sensitiveness with 
the Wassermann test. 

After performing over 160,000 Kahn tests in 
parallel with the Wassermann reaction and 
noting the close agreement between the two tests, 
the Michigan State Department of Health*® 
decided to discontinue the routine Wassermann 
test and to report only on the Kahn precipita- 
tion reaction. The technique used in the 
Wassermann test however was not Kolmer’s 
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method. We do not feel quite so sure of the 
Kahn precipitation test, as we occasionally 
experience considerable difficulty in interpreting 
the weakly positive reactions especially on 
specimens accompanied by very little informa- 
tion. While we believe that the test has a 
definite value as a technical control check on the 
Wassermann reaction and that occasionally it 
may assist in arriving at a diagnosis of syphilis 
yet we would not feel justified in discontinuing 
the very excellent complement-fixation test 
proposed by Kolmer as we feel certain that a 
considerable number of serums would be re- 
ported negative upon which a definitely positive 
reaction would be obtained by Kolmer’s method, 
many of these in clinical cases so extremely 
difficult for the physician to diagnose without 
help from the serologist. 


THE RESULTS OF THE Two TESts COMPARED 


Fifteen thousand, one hundred serums have 
been tested by Kolmer’s complement-fixation 
technique and by the Kahn precipitation test. 
All results were read by the writer. The Kahn 
tests were read on the afternoon previous to the 
reading of the Wassermann tests. The results of 
the one test had no influence on the reading of 
the other. 

From examination of Table 1 the following 
will be noted: 

1. In the routine examination of 15,100 blood 
specimens by the Kolmer complement-fixation 
technique and by the Kahn precipitation test 
a very close agreement was obtained in the per- 
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centage of the specimens giving definite) 
positive, (2+, 3+, 4+) and negative reaction 
respectively with each method. 

2. The serums giving definitely positive (2+ 
3+, 4+) complement-fixation showed a reaction 
in the Kahn precipitation test in 96.8 per cent 
of the serums tested. 

3. The serums giving negative complement- 
fixation reactions showed absolute agreemeni 
with the Kahn test in 95.5 per cent. 

4. As might be expected there was not so close 
agreement in the results of the weakly reacting 
(1+ and +) serums. 

With regard to the small percentage of com- 
pletely divergent results our records show that 
such discrepancies usually occur in treated cases, 
but an occasional untreated case, most fre- 
quently in the latent and vascular types of the 
disease, will show a positive reaction in one test 
and no reaction in the other. It is chiefly for 
this reason that Dr. Kolmer in his own labora- 
tory runs the two tests on all serums as a 
routine procedure. 

It appears therefore that the Kahn test in 
addition to being a valuable technical control 
check on the Wasserman reaction, is sometimes 
able to give information which could not be 
obtained with any complement-fixation test 
alone. The technique is so simple and the results 
agree so well with a good complement-fixation 
technique that the laboratory assistants them- 
selves are usually the most enthusiastic about 
the method. The two tests run in parallel, give 
to all concerned a feeling of confidence in 
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serological results which would be difficult to 
obtain with any complement-fixation test alone. 


Summary and Conclusions 


1. All laboratory directors should make an 
effort to get in line with a standardized pro- 
cedure in the serological diagnosis of syphilis. 

2. The results of testing 15,100 serums with 
the Kolmer complement-fixation test and the 
Kahn precipitation reaction are given. 


3. The two tests probably agree as well as any 
two methods of complement-fixation. 

4. The great reliability of the Kolmer method 
and the simplicity and apparent reliability of 
the Kahn precipitation test make this combina- 
tion, in our opinion, the best standard procedure 









[HERE is still a wide difference of opinion 
as to just what part the tubercle bacillus 
plays in the etiology of ischio-rectal abscess and 
fistula in ano. An extensive search of the 
literature has revealed an occasional expression 
of opinion based on a study of a limited group 
of cases, as well as a certain amount of original 
investigation, but very little that would warrant 
a definite conclusion one way or the other. This 
review has made obvious the fact that proper 
correlation of the findings of various writers 
is very difficult, both because of the difference 
in the clinical material and the methods of in- 
vestigation, and also because the tenets of justi- 
fiable diagnosis followed by various investigators 
differ widely, and are quite often too elastic 
and indeterminate in their range of application. 
Incidentally, writers on this side of the water 
apparently regard the tuberculous etiology of 
these conditions with much more skepticism than 
do European writers. 

A definite incrimination of the tubercle 
bacillus in those eases of abscess and fistule that 
are not of obvious etiology, that is, due to injury 





OF ISCHIO-RECTAL ABSCESS 


THE IMPORTANCE OF THE TUBERCLE BACILLUS IN THE ETIOLOGY 
OF ISCHIO-RECTAL ABSCESS AND FISTULA IN ANO 


3y G. L. Lesuie, M.D. 


Jordan Memorial Sanatorium, River Glade, N.B. 


in the serum diagnosis of syphilis which has yet 
been devised. 
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to the soft tissues, perforation of foreign bodies 
from the rectum, minor operation, and other 
like causes, would be of great value for several 
reasons. In the first place a more rational and 
in many eases a more radical treatment would 
be found necessary; secondly, it would imevit- 
ably draw attention to a tuberculous focus 
elsewhere, for opinion is unanimous that tuber- 
culous fistulae are very rarely primary; thirdly, 
it would assist in solving responsibility for 
pension in the case of ex-service men. 

With this end in view, a questionnaire was 
sent out to some of the leading surgeons, general 
hospitals and sanatoria of Canada and the 
United States. From sanatoria information was 
sought concerning the incidence of abscess and 
fistule in tuberculous patients; from hospitals, 
as to the proportion of these conditions to all 
surgical admissions, and the relation to phthisis; 
and from surgeons their opinion as to the per- 
centage of fistule that were definitely tuber- 
culous in character, and the possibility of a 
later development of pulmonary tuberculosis. 
An attempt was also made to check up the 
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course of treatment found most valuable. From 
the mass of data thus obtained, enough material 
has been gathered to warrant the writing of this 
paper, and to attempt to correlate these later 
opinions with the findings that already exist, 
and to come to some conclusion of practical 
value. 

It is understood that we are not concerned, 
in this discussion, with those cases of abscess 
of such obvious etiology as has already been 
mentioned. Peri-rectal pathological conditions 
which result from such causes are usually recog- 
nized, and as a rule respond well to proper 
treatment. It is not this type of abscess that 
is productive of so much controversy, but rather 
the type that results in obstinate fistula forma- 
tion, with at least a suspicion of tubercle to 
account for its chronicity, if not of a typical 
clinical appearance. As to the frequency of 
per 
general 


these conditions, Drueck! claims that 25 
cent of all rectal cases met with in 
practice are fistule. 

To attack the problem systematically the 
following questions must be discussed: 

1. What percentage of all fistule are tuber- 


culous? 

2. To what extent does fistula complicate 
phthisis? 

3. What percentage of patients with fistula 
have a tuberculous lesion elsewhere? 

. Have patients with fistula a tendency to 
the later development of clinical pul- 
monary tubereulosis? 

). What constitutes a justifiable diagnosis of 
tuberculous fistula, and what 
render such diagnosis unreliable? 

In response to the questionnaire, letters from 

both surgeons and hospitals revealed the fact 
that post-operative pathological examinations of 
abscesses and fistule are the exceptions rather 
than the rule. At the same time, the query has 
been productive of individual opinion that is 
worth quoting. The majority place little 
credence in the etiological importance of the 
tubercle bacillus. Starr? has had these condi- 
tions checked pathologically for years, and has 
found that something less than 2 per cent show 
tubercle. On the other hand, Deaver* states 
that it is his experience and belief that ischio- 
rectal abscesses are all tuberculous. When we 
review the literature on this point, we find the 
same diversity of opinion, the tubercle bacillus 


factors 
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being accused in percentages ranging from one 
to more than sixty. Dudley* in seventy-two 
eases of fistule at Bellevue Hospital, found one 
tuberculous. Fansler,® paying particular atten- 
tion to the clinical picture, estimated 2.5 per 
cent tuberculous in a series of 204 cases. Ston: 
quoting Elting’s series of 105 cases examined 
histologically, and his own of 123, concludes 
that no more than 10 per cent are tuberculous. 
Lockhart-Mummery’ says that, contrary to the 
old teaching and belief, which has almost become 
a legend, that most fistule are tuberculous, 
statisties of St. Mark’s Hospital show the per- 
centage to be between 15 and 20. On the other 
hand, DeQuervain® estimates that 50 per cent 
of all fistule are tuberculous in origin, and 
Hartman’s percentage also agrees with this, 
while Melchior® finds that 61 per cent represents 
the minimum number that must be considered 
tuberculous. The latter bases his conclusion 
upon a series of 132 cases of wide selection, 
whose after-history he followed up, thirty-five 
of whom died of tuberculosis and forty-six of 
whom had demonstrable tuberculous disease, 
either when first seen or of later development. 
In another article Melchior states that in his 
opinion every fistula without an obvious etiolovy 
is of tuberculous origin. 

One of the most interesting and most careful in- 
vestigations has been the work done by Gabriel’® 
on seventy-five consecutive cases admitted to St. 
Mark’s Hospital, thirty being investigated by 
animal inoculation and histological section, the 
remainder by section alone. Inoculation of an 
antiformin deposit from operative scrapings 
and removed tissue produced tuberculous lesions 
in 20 per cent of the cases. Histological section 
of the other forty-five cases revealed 9 per cent 
tuberculous, but several very suspicious sections 
were thrown out because no tubercle bacilli 
could be demonstrated. From these findings 
Gabriel concluded that at least 20 per cent of 
all fistule are tuberculous. 

It has been said that persons suffering from 
pulmonary tuberculosis have a tendency to 
develop ischio-rectal abscesses. Some writers 
argue that this is accounted for by the fact that 
such patients are usually bed-ridden, with 
lowered resistance, and subject to unusual recta! 
trauma by having to resort to catharties and 
enemas. But this factor, although perhaps of 
some small importance, does not result in such 
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a relatively high percentage of this complica- 
tion in patients chronically ill from other 
causes. The data obtained from sanatoria con- 
cerning the incidence of abscess and _ fistula, 
agrees closely with most other estimates. At 
Calydor, of 700 patients over a period of nine 
years, roughly 2 per cent had this complication. 
At Tranquille, of 167 advanced cases in 1924, 
about 4.2 per cent were thus complicated, and in 
1923 about 3 per cent. Fort Qu’Appelle, how- 
ever, had only eight cases in 1735 patients over 
a five-year period. Queen Alexandra Sana- 
torium makes an estimate of three to four per 
cent, while the Manitoba Sanatorium at Ninette 
reports an incidence of 2.2 per cent in the 
records of 850 tuberculous patients over a three 
year period. Incidentally, in making this 
review, Stewart! has come to the following 
conclusions: (1) The condition seems to have a 
definite relation to tuberculous enteritis (the 
latter was ruled out in only six of his twenty- 
six eases). (2) The abscess is of a different 
type according to the general prognosis of the 
patient. (3) X-ray therapy has been of very 
definite value. 

The incidence of abscess and fistula in this 
institution has not exceeded 1.5 per cent of late 
years, but this is lower than it should be, for the 
reason that a relatively small number of 
patients with far advanced phthisis are in- 
patients. The majority of these ischio-rectal 
conditions, however, have been associated with 
enteritis, and, as pointed out, this association 
is apparently of significance, and strengthens 
the sanatorium viewpoint that all such fistule 
are tuberculous in character. 

Rickmann™ from a series of 489 tuberculous 
patients, reports 2.6 per cent with fistula, and 
quotes Hartman’s series of 626, of whom 4.9 per 
cent had the same condition. However, averaging 
the various estimates, it seems fair to assume 
that from two to three per cent of tuberculous 
patients suffer this complication. On the other 
hand, answers to the questionnaire from general 
hospitals show that, on an average, less than 
two-thirds of one per cent of the surgical ad- 
missions have this condition, the Vancouver 
General in 1924 reporting twenty-four cases 
in a total of 4648 patients on general sur- 
gery, and the Massachusetts General thirty 
cases in a total of 4381. The incidence among 
the general population is certainly very much 
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smaller. Therefore it would seem obvious that 
fistula-in-ano is associated with pulmonary 
tuberculosis in such a relatively high percentage 
of cases compared with any other group of in- 
dividuals, as to justify the conclusion that 
there is probably a definite causal relationship 
involved. 

Opinion is almost unanimous that tuberculous 
fistule are rarely, if ever, primary. If, then, 
as Melchior says, the majority of fistule are 
tuberculous, one would expect to be able to 
demonstrate a primary focus elsewhere in most 
of these patients. What figures are available, 
however, are for the association of phthisis alone 
with fistula, regardless of the etiology of the 
latter. Archibald’* says that about one-third of 
his eases of abscess and fistula have an associated 
pulmonary tuberculosis. A larger proportion 
ot tuberculous patients, however, pass through 
his hands than is usual in general surgery. As 
to the possibility of the later development of 
clinical pulmonary tuberculosis in the other 
two-thirds of these patients, he believes it to 
be very slight. Starr, having found that less 
than 2 per cent of fistule show tubercle, sees 
no reason, why phthisis should follow. On the 
other hand, C. H. Mayo** discusses this possi- 
bility as follows: ‘‘I recall a few cases of 
tuberculosis in which the first evidence was a 
small ischio-rectal abscess. Rough treatment, 
like. curetting, may result in the immediate 
transfer of such a focus to the cireulation.’’ 

The Massachusetts General Hospital reports thirty 
cases of abscess during 1924, and the Lakeside Hos- 
pital twelve, with pulmonary tuberculosis in none. In 
the Vancouver General Hospital, however, pulmonary 
involvement was present in 21 per cent of patients 
with fistula. In Gabriel’s series of seventy-five, ap- 
proximately 13 per cent had phthisis, about the same 
percentage that Allingham found in 1,632 patients. 
On the other hand, Goz15 found that tuberculosis was 
in evidence as a factor in 43 per cent of the ninety- 
five cases he studied in the Munich Surgical Clinic, 
and Stone’s findings approached Melchior’s figure of 
61 per cent, in that he found an associated phthisis in 
42 per cent of his patients. In fact, if we include in 
this calculation seven patients who had inactive pul- 
monary tuberculosis, his percentage is really 64. These 
findings are again clearly an indication of a close 
association between tuberculosis and these rectal con- 
ditions, and additional evidence that it is to a large 
extent a causal one, for one does not find pulmonary 
tuberculosis present in from 33 per cent to more than 
60 per cent of other chronic non-tuberculous lesions. 

One important deduction 
findings is 


from the above 
that enough evidence has been 
adduced to show that every case of fistula-in-ano 
should indicate the strong possibility of, and 
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warrant a careful search for a tuberculous focus 
elsewhere. While individual opinion seems to 
be that the possibility of the later development 
of pulmonary tuberculosis is very slight, medico- 
actuarial statistics show us that, even in a 
selected group of individuals, whose fistula has 
healed and who have subsequently passed an 
examination for life insurance, the later in- 
cidence and death rate from tuberculosis is 
much higher than the normal rate. This fact 
shows that the old belief that fistula is often an 
indication of a tuberculous taint is probably 
well founded, and bids one pause before becom- 
ing too skeptical about the etiological impor- 
tance of the tubercle bacillus. 

It is almost hopeless to attempt to correlate 
the findings of various investigators when the 
basis upon which they make their diagnosis varies 
so considerably. A good many of such writers 
fall under one of two groups: either the ultra- 
conservatives, who make demonstration of the 
tubercle bacillus, by inoculation or in histological 
section, a sine qua non for positive diagnosis; 
or the liberal group, which considers the clinical 
picture sufficient for diagnosis. There is also 
an ultra-liberal group, which holds that the 
presence of a tuberculous lesion elsewhere, 
whether coincident with the fistula or of much 
later development, justifies regarding the latter 
as tuberculous. Added to these several factors, 
which are responsible for the diversity of 
opinion, is another; the difference in the 
clinical material investigated. The latter should 
be selected widely and indiscriminately, pre- 
ferably from the run of general hospital admis- 
sions. It is obvious that no generalization can 
be made from such a group of patients as is 
found in sanatoria. 

Gabriel seems to have conclusively proved 
that the diagnostic method yielding the most 
satisfactory results is animal inoculation. He 
found the bacilli relatively scarce in the tissues, 
and hard to detect even in histological section, 
and was unable to find bacilli in a single one of 
the sections prepared from the six cases that 
produced positive inoculation results. In only 
two sections were giant cells well marked, and 
in two they were altogether absent.. Moreover, 
he found bacilli in histological section in only 
four of the entire seventy-five cases. He ruled 
out, however, all those sections in which he could 
not demonstrate the tubercle bacillus, no matter 
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how suspicious they were from the standpoint 
of giant cells, ete. Other investigators have 
found a correspondingly low percentage of cases 
positive by histological methods, except in those 
special groups in which phthisis was associated. 
As for microscopic examination of stained 
films of the discharge from these conditions, 
this has been ruled out as valueless after re- 
peated trials. It has certainly been the exper- 
ence here that it is very difficult to demonstrate 
the bacilli by Ziehl-Neelsen methods. Gabriel 
also repeatedly examined films of the concen- 
trated antiformin deposits that produced animal 
lesions, but was unable to discover the tubercle 
bacillus in any. 

Frey and Thoss’® state that of their series of 
eases 5.5 per cent were tuberculous from the 
histological point of view, but approximately 
11 per cent were tuberculous from the stand- 
point of general physical findings. Here again 
diagnosis on the clinical picture is hardly justi- 
fiable, especially when we find that three of 
Gabriel’s six tuberculous fistule were in robust 
looking individuals, with no pulmonary lesion, 
and did not present the typical appearance of 
a tuberculous condition at all. On the other 
hand, Landsman” reports two cases of fistula 
due to foreign body, in both instances the 
appearance being typically tuberculous. In one 
case, due to a dermoid cyst in the fossa, there 
were several irregular openings with under- 
mined edges, granulation tissue protrusions 
(which incidentally several writers regard as 
diagnostic) and a thin discharge. These are 
only a few instances, of course, but sufficient to 
show that no reliance can be placed on the 
clinical picture as confirming or ruling out 
tuberculosis. 

Some writers have held that the demonstra- 
tion of a tuberculous focus elsewhere, either 
discovered coincident with the fistular condition, 
or of much later development, is prima facie 
evidence of the tuberculous nature of the 
fistula. On this basis Melchior found that 61 
per cent were tuberculous. Of other estimates 
of the proportion of cases in which phthisis was 
coincident with this condition, we have Archi- 
bald’s figure of 33 per cent, Stone’s of 42 per 
cent and Goz’s of 43 per cent. Although these 
latter figures probably closely represent the 
actual percentage of tuberculous fistule, to 
state, as Melchior has done, that the develop- 
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ment of phthisis several years after operation 
for fistula proves the tuberculous character of 
the latter, is probably too liberal an interpreta- 
tion. There are some instances, however, as 
Mayo has remarked, in which the ischio-rectal 
condition has been the first evidence of tuber- 
culosis. The most we ean say is that, with our 
present methods, the diagnosis should be based 
on the findings in the fistula itself, and on its 
close association with pulmonary and intestinal 
tuberculosis. 

It seems reasonable to regard tuberculous 
ischio-rectal conditions, or at least the majority 
of them, in the same light as we regard like 
conditions of the chest wall, primary tuber- 
culous abscess of which is practically unknown. 
In every case it is secondary either to rib 
involvement, or precedes a fistulous connection 
with a tuberculous pyopneumothorax. The 
process in the ischio-rectal fossa probably 
originates either from the rectal wall, or in some 
instances from disease of the pelvic bones; 
David?® states that cold abscess of the os coecyx 
may point in the fossa. Buie’ claims that all 
fistule originate in infection of an anal crypt, 
and that it is very rare to find the internal 
opening above the dentate margin. But what- 
ever the method of origin, it is very difficult to 
demonstrate even a majority of tuberculous 
fistule. This is to a large extent due to the 
inevitable secondary infection, which masks and 
modifies the tuberculous process, although the 
later chronic condition is again probably an in- 
dication of continued tuberculous pathology. 

A few words as to the treatment of’ this 
condition. Donohue?® quotes the best authorities 
in this field to the effect that 50 per cent of 
operations are failures. Certainly no work of 
a conclusive nature has so far been done that 
would tend to erystallize widely differing 
individual opinion as to etiology into some 
measure of uniform belief. It is perhaps not 
going too far to suggest that this uncertainty is 
probably the reason for so many failures in 
treatment. Judging from the data the writer 
has recently been able to collect, there is appar- 
ently in many cases a failure to properly follow 
up the treatment after incision and drainage, 
answers to the questionnaire suggesting that it 
is evidently the exception, rather than the rule, 
to excise the fistulous tract after the acute con- 
dition has subsided. Archibald follows up the 


ETIOLOGY OF ISCHIO-RECTAL ABSCESS 


1219 


condition later on by injection with methylene 
blue, and excision of the tract. Of thirty opera- 
tions in the Massachusetts General in 1924, 
there was only one excision. 

The abscess should be opened widely in the 
first place, a small opening preventing free 
drainage. The after-dressing is important, the 
wound being lightly packed, to allow granulation 
rather than to dam back discharge. Curettage 
is worse than useless, because of the danger 
of transference to the circulation. Certain 
mechanical factors assist in keeping up the 
chronicity of the condition, one of the most 
important being that the tract is lined with 
unhealthy granulations and surrounded by dense 
cicatricial tissue. Sir C. Gordon Watson?? 
has endeavoured to reduce the percentage of 
operative failures by immediate suture follow- 
ing excision of the tract, the wound being kept 
clean by picriec acid. By this method, used not 
very successfully in the pre-war period, he has 
been able to reduce the average stay in hospital 
by nearly half. ° 

In sanatoria the consensus of opinion is that 
these ischio-rectal conditions are practically all 
tuberculous, and they are treated accordingly. 
Such treatment must be conservative, however, 
for these patients have, as a rule, extensive 
pulmonary tuberculosis. Also, the prognosis of 
the condition has been found to paraliel pretty 
closely the general prognosis of the patient. 
Free incision and drainage is the rule, and when 
the acute symptoms have subsided, recourse is 
had to x-ray therapy. Uniformly good results 
have been secured by this method, and where 
the pulmonary condition is favourable, a short 
course of x-ray treatment is usually all that is 
necessary to heal the fistula. The technique 
followed is weekly exposures, the tube being set 
at a distance of twelve inches, and a three 
minute exposure given, with a milliamperage of 
5 and kilovoltage of 175, filtered through 3 
millimeters of aluminium. The treatments are 
interrupted at intervals to lessen the danger of 
over-exposure. 


To summarize, it is the belief of the writer. 
after due consideration of available data and 
opinion, and making due allowance for the 
various difficulties in the way of diagnosis, that 
the following conclusions are justified: 


1. There is still no uniformity of opinion as 
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to' the etiological importance of the tubercle 
bacillus in these conditions. 

2. Sufficient evidence is presented to indicate 
that fistule in patients with active phthisis are 
nearly always ‘tuberculous. 

3. Guinea-pig inoculation is the most re- 
liable diagnostic method, and has yielded posi- 
tive diagnosis in at least 20 per cent of all cases. 

4. The incidence of abscess and fistula in 
tuberculous individuals is from two to three 
per cent. 


5. Medico-actuarial statistics, and the rela- 
tively high proportion of cases associated with 
phthisis, warrants careful search for a tuber- 
culous focus elsewhere in all cases of fistule. 

6. It is the opinion of the writer, from a 
consideration of the various relationships of 
tuberculosis and fistula, that the tubercle 
bacillus is the largest single etiological factor, 
and that 20 per cent does not represent the true 
relationship. 

7. The Roentgen ray is of very definite thera- 
peutic value. 


8. As a means of securing more valuable and 
conclusive data, it would be advisable that a 
definite experimental study should be made of 
all abscesses and fistule in large hospital ser- 
vices along the following lines: 


Seymour Plan for Disease Prevention.— At 
the conference of State and Provincial Authori- 
ties of North America held in Atlantic City in 
May, Dr. M. M. Seymour, deputy minister of 
public health of Saskatchewan and president of 
the conference, proposed a plan for ‘‘drives’’ 
against diphtheria, smallpox and typhoid. In 
brief, the scheme provides for devoting two 
months each during the coming year to diph- 
theria, smallpox and typhoid. Thus, during 
September and October a survey is to be made 
of the incidence of diphtheria, and everything 
‘possible done to educate the public concerning 
its nature. At the same time, immunization or 
vaccination of the individual will be encouraged. 
The plan proposed was adopted by. the confer- 
ence and, no doubt, will become effective with 
the month of September. Smallpox is to be the 
subject for November and December, and typhoid 
for January and February, 1927. The Seymour 
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(a) Guinea pig inoculation of material from all 
specimens. 

(b) Achistological study of sections from all cases. 

(c) A comparative study, following definite diag- 
nosis, of the after history of all cases treated. 

(d) More complete examination for tuberculous 
foci elsewhere. 


In conclusion, the writer wishes to take this 
opportunity of thanking Dr. R. J. Collins, 
Superintendent of the Jordan Memorial Sana- 
torium, for much helpful criticism and advice 
in the preparation of this article. 


BIBLIOGRAPHY 


(1) Drueck, C. J., Jour. Iowa Med. Soc., Aug., 
1923, xiii, 350. (2) Srarr, F. N. G., Toronto, personal 
communication. (3) DEAvER, JOHN B., Philadelphia, 
personal communication. (4) DUDLEY, Am. Jour. Surg., 
Dec., 1921, xxxv, 365. (5) FANSLER, W. A., Jour. Am. 
Med. Ass., Aug. 29, 1925, Ixxxv, 671. (6) Stone, H. B., 
Am. Rev. Tuber., Nov., 1917, 1, 548. (7) Lockuary- 
Mummery, Dis. of Rectum and Colon, Ed., 1923. (8) 
DE QUERVAIN, as quoted by Rickmann, Berl. Klin. 
Wochenschrift, June 10, 1922, 1, 1208. (9) MELcHior, 
Beit. zur klin. Chir., 1910, Ixvii, 650. (10) GaBRIEL, W. 
B., Proc. Roy. Soc. Med., June, 1921, xiv, 156. (11) 
Stewart, D. A., Manitoba Sanatorium, personal com- 
munication. (12) RICKMANN, L., Berl. Klin. Wochen., 
June 10, 1922, 1, 1208. (13 & 14) ARcHIBALD, E. W., 
Montreal, AND Mayo, C. H., Rochester, Minn., personal 
communication. (15) Goz, Am. Rev. of Tuber., April, 
1917, 1, 126. (16) THoss, Miinchen Med. Wehnschr., 
Dec. 10, 1920, Ixvii, 1440. (17) Lanpsman, A. A., 
New York Med. Jowr., Oct. 19, 1921, exiv, 468. (18) 
Davp, V. C., Jour. Am. Med. Ass., Jan. 5, 1924, Ixxxii, 
21. (19) Bure, L. A., Surg. Clin. of N. Am., June, 
1925, v, 829. (20) DonoHuE, A. P., Jour. Iowa Med. 
Soc., Aug. 10, 1924, xiv, 368. (21) Watson, Sir C. G., 
Proc. Roy. Soc. Med., (surg. section), June, 1921, xiv, 
155. 


plan is obviously an attempt to apply to the 
prevention of disease the well established psy- 


chology of the ‘‘drive.’’ Our public has been 
educated to ‘‘crowd action.’’ In the organization, 
the press, the pulpit, the school and every other 
medium of education are to be employed. The 
prevention of communicable disease, even when 
the cause, the mode of transmission and the 
method of prevention are thoroughly known, is 
constantly obstructed by an apparently inevit- 
able minimum of ignorance and carelessness. It 
may be that these factors can be overcome only 
by such an intensive drive as Dr. Seymour has 
proposed. The work will, of course, be carried 
on in every state and province of the United 
States and Canada as a separate activity of the 
local health authorities. Physicians will nat- 
urally co-operate in the fullest with any soundly 
established plan which their local authorities 
may initiate—J.A.M.A., July 31, 1926. 
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A CASE OF HAMOLYTIC JAUNDICE IN THE NEWBORN* 


By R. R. Strrutuers M.D. 


Montreal 


NE feels very diffident, Mr. President, in 

reporting to this society an unusual case of 
jaundice in the newborn, remembering the 
interesting paper presented a year ago by Dr. 
Hart, on icterus gravis. The case to be reported 
is, however, different in some respects, and I 
am led to report it because, judging from the 
published cases, it is a rare condition. The only 
other case found was reported in the Dutch 
literature by E. E. Frank in 1923. His report 
concerns an infant of forty-four days, and he 
emphasizes the importance of testing the 
fragility of the red corpuscles in all cases of 
prolonged icterus neonatorum as they may 
prove hemolytic jaundice. 

The case is that of Baby M, male born 
October 5, 1925, a full term baby, delivered 
spontaneously, the third child of healthy parents, 
the father being a young physician. In the 
family history of neither parent are there 
any known cases of jaundice, nor have the 
parents themselves ever been jaundiced. The 
mother stated, however, that she thought her 
skin was a little ‘‘darker’’ than usual during the 
latter part of pregnancy, though not jaundiced. 
The children of the two previous pregnancies 
are both healthy boys. The family history is 
otherwise irrevelant. 

The child when born breathed spontaneously, 
and presented no abnormality to the accoucheur, 
other than an apparent pallor. The next 
morning when seen by daylight the child was 
noted to be intensely jaundiced. The nurse in 
charge stated, on being questioned, that the 
child had shown the same jaundice when being 
carried from the delivery room of the hospital 
to the nursery, a short time after birth. 

Seen at the age of thirty-six hours the baby 
was quite jaundiced, but appeared otherwise 
well. It nursed vigorously, cried but little, was 
afebrile, and took fluids well by mouth. Exam- 
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ination showed the intense jaundice of the skin, 
conjunctive, and the mucous membrane of the 
mouth, and an otherwise normal physical con- 
dition, excepting for a marked enlargement of 
the spleen, which extended two fingers’ breadth 
below the costal margin. The liver edge was 
just palpable, the umbilical cord clean and no 
signs of sepsis were present. 

Dr. Graham Ross kindly saw the child with 
me on, the same day, and at his suggestion the 
blood was examined. The red bloods cells 
showed 60 per cent normoblasts, 8 per cent 
megaloblasts and some free nuclei. The white 
cells showed no striking features. Faint reticu- 
lation was observed in a few cells by vital stain. 
However, increased fragility of the red blood 
cells to hypotonic saline solutions was found, 
complete hemolysis being noted at 0.40 per 
cent. The bleeding time was not estimated, but 
was noted to be prolonged. 

Examination of the stool gave a positive test 
for blood, though none was found in the urine, 
which was a rather brick red in colour, and 
contained bile salts as shown by a positive 
Gmelin test. Examination for urobilinogen by 
Dr. Rabinowitch, at the Montreal General 
Hospital, showed this pigment to be present in 
greatly increased amount. 

The infant was given 10 e.c. of the father’s 
blood, intramuscularly into each buttock, in an 
attempt to prevent further bleeding, and sub- 
cutaneous injections of saline to increase the 
urinary excretion, and the breast nursing con- 
tinued. 

There were no further hemorrhages or un- 
usual events until the seventh day, and no 
change in the depth of the jaundice. The child 
continued to nurse well, and was gaining rapidly 
in weight, the stools were normally pigmented, 
and the urine still high coloured. On the eighth 
day of life there was seen slight oozing about 
the umbilicus at the skin margin, and some 


small ecchymotie spots on the body and ex- 
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tremities, toes, heels, forearms and back par- 
ticularly. Next day the oozing about the 
umbilicus had become more marked and was 
uncontrollable, and a large eecchymosis appeared 
on the hard palate. Whole blood and hemo- 
static serum were given intramuscularly and 
calcium by mouth and the hemorrhage from the 
umbilicus controlled by transfixing the stump 
with bayonet needles and ligating tightly behind 
them. 

On the ninth day seeping of blood from the 
various puncture wounds was noted, the child 
did not nurse as well as formerly, and appeared 
somewhat exsanguinated, so preparations were 
made for a transfusion. Professor Waugh, of 
the Pathological Institute of McGill University, 
very kindly made a second examination of the 
blood, of which the chief points of interest are: 
red blood cells 2,000,000, white blood cells 
16,800, hemoglobin 26 per cent, many nucleated 
red cells 50 per cent of the red cells showing 
reticulation and markedly increased fragility. 
Hemolysis began at 0.65 per cent and was com- 
plete at 0.45 per cent. The normal figures are 
from 0.45 to 0.30. Examination of the white 
cells showed many immature myeloid forms. 
The blood platelets numbered 162,000 per cubic 
centimeter, and were irregular in size and shape. 
The bleeding time, though not estimated, was 
tremendously prolonged. 

A transfusion was attempted which was only 
partially successful, only 50 ec. of citrated 
mother’s blood being introduced, and the child 
died shortly afterwards. All the wounds pro- 
duced in the administration of blood, saline, 
serum and the umbilical stump were oozing 
bloody serum before death occurred. 


Autopsy was performed fifteen hours post 
mortem at the Montreal General Hospital, and 
I am indebted to Professor L. J. Rhea for a 
report on the findings. The main anatomical 
features were: intense jaundice of all tissues, 
enlargement of the spleen, a slight increase of 
the amount of pericardial fluid, a soft ‘‘stone’’ 
composed of inspissated bile and amorphous 
erystals found in the gall-bladder, and the 
absence of obstruction or abnormality in the 
biliary system, including the hepatic, cystic and 
common bile ducts and ampulla of Vater. 

Sections were taken from the liver and spleen 
for microscopic examination. 

Regarding the diagnosis of this case we have 
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accepted the definition given by Wilder Tilleston 
in his monograph on hemolytic jaundice, 
Medicine, August, 1922, in which he states: 
‘*For the purposes of this article the term hemo- 
lytic jaundice will be restricted to a form of jaundice, 
usually chronic, in which diminished resistance of the 
red cells to hypotonic salt solution is a conspicuous 
feature, while bile pigment is present in the stools and 
absent from the urine. Enlargement of the spleen, 
and anemia complete the picture. The disease occurs 
in two forms, the congenital and the. acquired, the 
former being by far the commoner. The congenital 
type belongs to the inheritable diseases occurring often 
in several successive generations, occasionally in sev- 
eral members of a family without cases among the 
ascendants and also in a strictly congenital form, a 
single member of a family being affected from birth.’’ 

Tilleston also mentions that reticulated red 
cells are present in large numbers. 

This case then falls within the definition above 
in that it presents jaundice, an enlarged spleen 
whose microscopic picture is that associated with 
hemolytic jaundice, increased fragility of the 
red cells to hypotonic salt solutions and re- 
ticulated red blood cells. In cases of jaundice 
due to obstruction in the biliary system resis- 
tanee of the red blood cells to hypotonic salt 
solution is usually increased. In addition the 
urobilinogen of the urine was increased, which 
is not suggestive of an obstructive jaundice, but 
rather of a hemolytic type. You will recall that 
the hemoglobin liberated in hemolysis is con- 
verted by the Kupfer cells of the liver into 
bilirubin and as such is excreted through the 
gall-bladder and ducts into the intestinal tract. 
In the intestine it is converted into urobilinogen, 
and as such re-absorbed into the circulation and 
carried back to the liver to be re-excreted as 
bilirubin. If, however, the amount returned to 
the liver be in excess, that excess is excreted 
through the urine. The point to be stressed is 
that the presence of urobilinogen in the urine 
excludes the presence of any obstruction in the 
biliary system. However, in the last number 
of the Journal of Experimental Medicine there 
appeared an article by McMaster and Elman. 
April, 1926, showing. that urobilinogen may be 
formed in the liver in the presence of certain 
organisms, normal inhabitants of the gastro- 
intestinal tract. This fact, while of interest, 
probably bears no relation to this case, in that 
the child was jaundiced from birth. The explan- 
ations possible for the increased amounts of 
urobilinogen in the urine, as in the present case, 
are two: (a) defective function of the Kupfer 
cells due to an hepatitis, which is not supported 
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by the cellular picture of the liver, or (b) an 
increased liberation of hemoglobin by hemolysis. 

Regarding the etiology of the disease we know 
nothing. Tilleston divides hemolytic jaundice 
into two types, eryptogenetic and secondary. 
Our ease obviously falls within the first group. 
Why the child should have bled so freely and 
uncontrollably we are at a loss to explain. We 
do know that in some severe infective types of 
jaundice hemorrhages do occur. In this casé 
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there were no demonstrable signs of infection. 
It is possible that the jaundice may have been 
complicated by the presence of hemorrhagic 
disease of the newborn. 

What type of treatment we should suggest 
if it were our fortune to see such another case 
is difficult to state with any assurance of 
success. Immediate transfusion, or exsanguina- 
tion transfusion, is certainly indicated, and 
possibly an early splenectomy. 


ABDOMINAL PAIN IN CHILDREN IN EXTRA-ABDOMINAL 
CONDITIONS* 


By ALTon GoLpBLoom, M.D. 


From the Medical Service, Children’s Memorial Hospital, and the Department of Pediatrics, 
McGill University, Montreal 


PAIN, being a purely subjective symptom, we 
are dependent for our knowledge of its 


nature upon the ability of the patient to give 
us exact information. It follows, therefore, that 
precise knowledge concerning the nature and 
severity of pain in young infants must be very 
meagre indeed, and that unless our methods of 
examination can be considerably perfected, we 
shall remain in the dark concerning pain, re- 
ferred and otherwise, in infants under two years 
of age, more than to infer from the actions of 
a child that he is in pain. Even in older 
children, where attempts are made to localize 
pain, it is often with the greatest difficulty that 
exact localization can be made possible. It is 
easier to elicit tenderness, than to elicit a 
statement concerning the exact localization of 
pain. In dealing with pain in its relation to 
disease in children, therefore, the difficulties 
which arise seem well-nigh insurmountable. 
Particularly are the difficulties great when we 
endeavour to localize a pain to a certain point. 
The child with a sore throat will, when he com- 
plains of pain at all, often say that his neck 
is sore, or a child with earache, merely that he 
has pain in the head. 


* Read at the fourth annual meeting of the Can- 
adian Society for the Study of Diseases of Children, 
Gananoque, Ont., June 11, 1926. 


Hilton said many years ago, that when a 
patient is suffering from pain in any part, he 
instinetively believes that he must be suffering 
from inflammation of that part, and he empha- 
sized the fact that pain is not by itself an 
indication of an inflammatory state, for it may 
exist without any inflammation of a part com- 
plained of. Nothing is more natural than for 
the patient, or the parents, to assume that the 
seat of the pain is the seat of the disease, and 
nothing is more common than to find symptoms 
of severe pain quite remote from the seat of 
the disease. Pain does not always depend on 
disease of the painful part. It depends rather 
on stimuli reaching the brain from afferent 
nerve fibres. A child may have pain in his legs, 
and disease in the spinal cord, or pain in his 
abdomen, and disease in his chest. One experi- 
ences, in practice, so many instances of pain 
remote from the seat of disease that it has seemed 
fit to take stock of a few experiences in this 
connection, especially with reference to abdo- 
minal pain associated with disease outside the 
abdomen. The importance of fuller knowledge 
of such conditions ean hardly be over-estimated, 
particularly with reference to the abdomen, 
where one is apt to be misled into believing that 
acute abdominal disease actually exists, or con- 
versely to overlook a true intra-abdominal con- 
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dition, in the belief that the real disease is 
elsewhere. 

The frequency of the occurrence of abdominal 
pain with pneumonia, particularly of the lower 
lobes, is too well known to require more than 
mere mention. So too in pericarditis, as well as 
with pleuritic effusions, abdominal pain as a 
concomitant symptom is well recognized. When 
we come, however, to consider the occurrence of 
such pain as symptoms associated with condi- 
tions of the upper respiratory tract, we find but 
meagre reference in the literature, and scant 
general knowledge concerning such an occur- 
rence, yet the frequency of abdominal pain with 
the less severe and less significant infections of 
the throat, nose and ears, is far greater than 
is its occurrence with either pneumonia or peri- 
carditis. 

It is desirable, therefore, to discuss abdominal 
pain in children, first, in relation to sore throat 
and allied upper respiratory conditions, and 
secondly, in relation to the more important con- 
ditions referring to the thorax. 

Abdominal pain is rather a common complaint. 
in children, much as headache is in the adult. 
Children are very apt to refer any pain to the 
abdomen. Many writers on abdominal pain in 
children have made brief reference to the fact 
that pain in the abdomen is not infrequently 
complained of in the course of throat infections. 
Adams’ for instance, mentions that the specific 
fevers often have a pseudo-abdominal onset, 
while Myers* mentions the association of abdo- 
minal pain with tonsillitis. Brennemann* how- 
ever, has called more detailed attention to this 
incidence, and has offered the suggestion, on the 
basis of several cases in which the extreme 
severity of symptoms seemed to justify laparo- 
tomy, that the cause of pain was truly in the 
abdomen, because in these few cases in which 
the abdomen was opened, acute mesenteric 
adenitis was actually found. 

In the usual winter series of upper respiratory 
infections seen in private practice, one en- 
counters numerous instances of simple influenzal 
nasopharyngitis in which the onset is with fever, 
with or without vomiting, and with abdominal 
pain. The pain is frequently the first symp- 
tom noted. It is seldom severe, and is usually, 
as even with many actual abdominal conditions 
in children, referred to the umbilicus. Tender- 
ness is the exception rather than the rule. The 
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pain lasts for about twenty-four hours and 
disappears usually long before the chief condition 
itself has subsided. An ordinary physical exam- 
ination in these cases at once reveals the true 
nature of the ailment. The throat is flaming 
red, the nasal mucous membrane is congested, 
and often the ear drums show a small amount 
of catarrhal inflammation. The question of 
trouble within the abdomen does not arise in 
the mind of the physician. 

Such instances of moderate abdominal pain 
at the onset of a throat infection are in some 
epidemics extremely common. Just as in some 
years otitis media, and in others adenitis, 
become the most common complicating condi- 
tions, so too do we many times see entire groups 
of cases in which at the onset the abdominal 
pain dominates the picture for a few hours. 
Occasionally the pain is of considerable severity, 
and if accompanied by vomiting, may at first 
blush give the impression of a true abdominal 
pain. For instance: a boy of six years of age 
began to complain of severe abdominal pain. 
He vomited once. The temperature at the 
onset was 101°. He was seen within the first 
three hours after the onset. The temperature 
was 103°, the pulse was rapid, the face flushed, 
the abdomen was not distended. Pain was de- 
finitely referred to the umbilicus, severe, cramp- 
like, spasmodic. There was some abdominal 
tenderness and rigidity of the entire abdomen. 
The anterior cervical glands, however, at the 
angle of the jaw were a little enlarged, and 
somewhat tender. The tonsils were enormously 
swollen, with a great deal of follicular exudate, 
and no complaint, even on direct questioning, 
of sore throat. 

Such instances could be multiplied many 
times, not only in infections which remain 
localized to the throat, but also in others where 
the tonsillar symptoms are not severe. In many 
eases of influenza, in measles, in scarlet fever, 
whether mild or severe, abdominal pain is fre- 
quently encountered. 

It is hardly conceivable that all of these cases 
can be explained by the suggestion of Brenne- 
mann, namely, that an inflammation of the 
abdominal lymph nodes exists coincidentally with 
the throat infection and that therefore the pain 
has its origin in true intra-abdominal disease. 
It is difficult, to correlate such a view with the 
usual clinical symptoms in such eases. It is 
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scareely possible that a child with acute mesen- 
terie lymphadenitis would recover completely 
with a disappearance of all abdominal symp- 
toms within twenty-four to thirty-six hours after 
the onset. The frequent absence of tenderness 
and rigidity argues against such a view. Nor 
is it likely that such an associated condition 
would almost invariably subside, either before, 
or coincidently with, the subsidence of the 
primary throat infection. One is inclined rather 
to the inference that the abdominal pain is 
merely a remote echo of the trouble in the upper 
respiratory tract. 

I believe that we can divide into two groups 
the eases of throat infection, in which .abdo- 
minal pain is encountered. In the first, and by 
far the largest group, the pain is the first and 
the outstanding symptom, rarely accompanied 
by tenderness, and almost never by rigidity. In 
these the pain subsides well before the signs in 
the throat subside, and no diagnostic difficulty 
is encountered. 

In the second group the pain occurs after the 
onset, and sometimes after the complete sub- 
sidence of the throat infection. Here the 


severity is much more marked, and tenderness, 


though rarely rigidity, is a feature. These 
eases, I believe, could very well fit in with 
3rennemann’s explanation of adenitis. 

A child three years old, had had tonsillitis 
about four days prior to the onset of severe 
abdominal pain. When seen, the child was in a 
severe paroxysm of pain, holding the abdomen, 
and doubling over. There was a desire to move 
the bowels, but without result. The temperature 
was not elevated. The throat was still red, the 
pulse 120. Urine contained neither albumen 
nor pus. The abdomen was not distended, there 
was general tenderness more marked over the 
lower half. Rectal examination was negative. 
Under hot compresses, and a little paregoric, the 
pain gradually subsided. 

I have seen three cases somewhat similar to 
the one just cited. In these it is quite con- 
ceivable that a mesenteric adenitis was respons- 
ible for the pain. It is easy to see how in such 
a case, with the continuation of symptoms, one 
might be tempted to suggest laparotomy, as did 
occur in some of the cases reported by 
Brennemann. 

These two groups rarely leave one in doubt as 
to the true nature of the condition. Their 
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interest lies chiefly in our ignorance of the true 
reason why a child, with a throat infection, 
should complain of pain in the abdomen; why, 
with severe sore throat, and tender cervical 
glands, these children should not complain of 
their throats even on direct questioning, and 
refer all their pain to the abdomen. One might 
offer an hypothesis based on the mechanism of 
reflex radiation of pain as suggested by 
Mackenzie. Such an hypothesis would not ex- 
plain why the referring of pain from the throat 
to such a distant part should occur in children, 
and not in adults, except possibly on the basis of 
the immaturity of the nervous development, and 
henee the very poor ability of children to 
localize pain generally. 

The practical importance of these phenomena 
lies in this fact: that we must recognize that 
abdominal pain may occur in children as a 
symptom of throat infections, and that it is 
usually of little significance, and, except in rare 
instances, is not a sign of disease within the 
abdomen. 

We have to consider another group in which 
the differentiation from true intra-abdominal 
disease is not quite so easy. I refer to cases of 
intrathoracic disease in which abdominal symp- 
toms predominate. Such instances are by no 
means uncommon, either among adults or among 
children, but they are by far more common 
among the latter. I have already referred to 
eases of abdominal pain associated with lower 
lobe pneumonia, or with diaphragmatic pleurisy. 
Even these offer, at times, great diagnostic 
difficulties to the physician, despite the fact that 
he is well aware of the association. It is not 
only these types of pneumonia and pleurisy that 
are associated with abdominal pain. For in- 
stance, a child with a right apical pneumonia 
suffered for two days with severe abdominal 
pain, but the flushed cheeks, the dilating ale 
nasi, and the short hacking cough, left no doubt 
as to the true nature of her disease. Here the 
usual explanation of pain referred along the 
lower intercostal nerves could scarcely hold. 
In such a ease, the explanation of the cause of 
the abdominal pain must be of the same nature 
as would obtain in the instances of pain asso- 
ciated with sore throat. These will be discussed 
presently. 

Two cases of empyema, in which the abdominal 
symptoms were so severe and so dominant that 
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the diagnosis of peritonitis was seriously con- 
sidered, are of interest in this connection. 

A girl four years old, who for two years had 
had a profuse vaginal discharge, which had its 
origin in a gonorrheeal infection contracted from 
the mother, took ill suddenly with intense pain 
over the entire abdomen, vomiting, and fever. 
I first saw her early one morning, and found 
her pale and almost collapsed, with a weak 
pulse, and respiration 30. The temperature was 
102°. Examination of the thorax was negative. 
The child was sereaming with pain, sharp shrill 
eries, much like I have heard in some children 
with pneumococeus peritonitis. The abdomen, 
though not much distended, was of board-like 
rigidity, and hyperesthesia was so marked that 
she could not bear the slightest touching even 
of the skin of the abdomen. She was admitted 
to the hospital with a diagnosis of peritonitis, 
probably gonococcal. On admittance it was 
noted, after prolonged observation, that the 
abdominal rigidity relaxed for short intervals, 
when a fairly satisfactory examination of the 
abdomen was possible. On the basis of this 


intermittence of the rigidity she was left alone 
and watched. White blood corpuscles were 


24,000, pulse 128, respiration 30. The next 
morning it was obvious that there was a patch 
of consolidation at the angle of the scapula on 
the left side, and a pleural friction at the base 
on the same side. The abdominal symptoms 
persisted intermittently for several days. By 
the fifth day a fair sized effusion had developed, 
which, on thoracentesis, revealed thin greenish 
purulent fluid, which on smear showed strepto- 
eocci. After rib resection and drainage, 
recovery was uneventful. 

The other case was that of a girl, four and 
a half years old, who was admitted to the 
hospital after having been ill for two weeks. 
Her illness began with pneumonia, which 
lasted but three days. Temperature remained 
normal two days, then rose again, and con- 
tinued till the child was admitted to the hospital. 
On admission, respiratory distress was ob- 
vious. There was moderate cyanosis, and the 
ale nasi were moving. The physical signs in 
the left chest were obviously those of empyema, 
but the abdominal symptoms were so exquisite as 
to cause one to wonder if the thoracic condition 
was sufficient to explain them. The abdomen 
was quite distended, boardlike rigidity was 
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again present, and tenderness was extreme. The 
child could not bear the weight of the bed 
clothes on the abdomen. Pneumococeus peri- 
tonitis, directly associated with acute abdominal 
condition, or empyema, is by no means common, 
but here indeed the entire clinical picture, 
despite the known presence of empyema, was 
definitely that of acute abdominal condition. 
The white blood corpuscles numbered 55,000. 
Here again, as in the other ease, all the ab- 
dominal symptoms subsided after drainage and 
recovery was again uneventful. 

These illustrations will suffice to show how 
readily pain in children may be referred to the 
abdomen, and how at times one may be not a 
little puzzled as to the real seat of the disease. 

A third case, which came under my notice 
recently, was that of a boy seven years of age, 
who had been ill for three weeks with pain in 
the right side of the abdomen, and temperature 
never higher than 101°. The child localized 
the pain to the right iliac fossa. Until two 
days previously, he had been unable to turn on 
his right side. Examination revealed a little 
rigidity, and a little tenderness, in both upper 
and lower quadrants on the right side, but no 
point of maximum tenderness. Examination of 
the thorax revealed an effusion as high as the 
second rib. 

Here are three cases illustrative of the asso- 
ciation of abdominal pain with disease in the 
thorax. In two of them the nature of the 
trouble was evident on examination. In one, 
on the other hand, the entire staff was frankly 
puzzled for a number of hours, and' the decision 
to await developments was reached only after 
repeated examinations. 

The explanation of abdominal pain, in these 
various groups of conditions, is far from obvious. 
The occurrence of abdominal pain, so severe 
even as to simulate an acute abdomen, is not 
confined to children alone. Pringle* for in- 
stance, has reported two eases of intrathoracic 
catastrophes simulating the acute abdomen, in 
one ease due to rupture of the left subclavian 
artery, and in the other to thrombosis of the 
left coronary artery. 

Three distinct possibilities present themselves 
which might explain abdominal pain in extra- 
abdominal disease. The first. and best known 
explanation, with reference to disease within the 
chest, is that of a referred pain along the lower 
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thoracic nerves, in conditions involving the 
lower part of the thorax, such as lower lobe 
pneumonia, and diaphragmatic pleurisies. The 
second one of the possible explanations of 
referred pain in remote infections, as in the 
throat, where such direct relations with nerve 
trunks cannot be demonstrated, might be that 
sensory pain impulses initiated in the pharynx, 
and travelling up to the medulla, arrive at the 
sensory nucleus of the vagus and_ glosso- 
pharyngeal nerves; from here, the impulses are 
transmitted to the gastro-intestinal tract, caus- 
ing hyperperistalsis, possibly to the extent of 
spasm. Spastic contraction of the intestinal 
tract is known to cause abdominal pain, and 
under certain conditions, also spasticity of the 
abdominal wall muscles and tenderness of the 
abdominal skin. These phenomena are also to 
be explained by the transmission of sensory 
impulses from the gut along the sympathetic 
fibres to the grey matter of the cord, where the 
impulses are spread to the adjacent cells, which 
send sensory pain impulses upwards to the brain, 
and motor impulses to the muscles of the 
abdominal wall. On the other hand, it is also 
possible that the sensory pain impulses from the 
throat reaching the vagus and glosso-pharyngeal 
nucleus in the medulla, may thence be radiated 
directly to the areas for the appreciation of 
pain in the cerebral cortex. This latter ex- 
planation would seem to fit those instances in 
which abdominal pain exists without tenderness 
or spasticity of the abdominal wall. The inability 


of children to localize pain, as well as the imma- 


The Principles of Hemotological Differentia- 
tion——A. Piney maintains that it is possible to 
arrange leucocytes into classes according to their 


nuclear structure. In one class, which includes 
polymorphonuclear leucocytes, myelocytes, pre- 
myeloeytes, myeoblasts, and monocytes, the basi- 
and oxy-chromatin are sharply marked off from 
one another; while it is diffusely mingled in a 
second class, in which are placed lymphocytes, 
Turk cells, plasma cells, and lymphoblasts. The 
cells of the first class are liable to extreme 
‘nuclear contortion with increasing maturation, 
while those of the second class show very little 
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turity of the nervous development generally, 
could in this manner, lead to pains which arise 
in the pharyngeal and tonsillar areas being re- 
ferred to the abdomen. Thus a cause for the 
production of pain in the throat can find expres- 
sion in pain, and sometimes muscular rigidity, 
of the abdomen, by way of reflex radiation of 
the sensory impulses which it initiates. 

A third possibility which we have to consider 
in this connection is the effect of the toxemias 
per se, on the musculature of the intestine. 
Joint pains, headaches, pains over the eyeballs, 
and skeletal muscle pains, are certainly very 
common in upper respiratory infections. These 
are obviously toxic in origin, and it is con- 
ceivable that such toxins would have an 
irritating effect either on the nerve elements 
supplying the intestines, or on its musculature, 
and in this way cause painful stimuli to reach 
the brain from this source. 

One cannot attempt to do more than offer 
such hypothetical explanations as the causes of 
the associations of abdominal pain with extra- 
abdominal conditions. It is important for us 
to recognize its existence, and its various mani- 
festations, and perhaps, with the greater 
development of our knowledge, to discover the 
true mechanism by which such phenomena occur. 
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polymorphism. The first class is characterized, 
except in the case of the most immature myelo- 
blasts, by the presence of oxidizing enzymes, 
which are not found in cells of the second class. 
Recognition of the lymphatic nature of a cell 
is possible from its structural appearance. Piney 
believes that the conception of a common an- 
eestral blood cell (lymphoidocyte) has resulted 
from failure to appreciate the fine structural 
differences between the lymphoblast and the 
myeloblast, and that the common parent must 
be sought further back.—Journal of the Royal 
Microscopical Society, June, 1926. 
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BREECH EXTRACTION AS A CAUSE OF CORD LACERATION AND 
PARAPLEGIA* 


By L. M. Liypsay, M.D. 


Montreal 


ROTHERS,' in 1923, called our attention to 

the fact that dystocia associated with breech 
presentation is not infrequently the cause of 
laceration of the spinal cord. Several other 
observers? since then have corroborated this 
statement, which in truth is not new, for in 1870 
Parrot® published ‘‘Un note sur un cas de 
rupture de la moelle chez un nouveau-ne par 
suit de maneuvres pendant l’accouchement.’’ 


One recalls that the cord is held firmly above 
the foramen magnum by the medulla oblongata 
and is supported by the strong nerve roots in 
the cervical region, while below, it is fixed by 
the strands of the cauda equina. Between these 
two anchors there is but little support given by 
the slender, oblique nerve roots which emanate 
fromthe thoracie part of the cord. Moreover, 
although the vertebral column is capable of 
considerable stretching, the cord itself cannot 
be elongated to any extent without danger to 
the delicate nerve structures. When, therefore, 
undue traction is exerted on the lower part of 
the child, as in a breech extraction, one of two 
things may happen. Either the cord will hold 
and drag the medulla into the foramen magnum 
where it becomes impacted. In this case fatal 
medullary pressure will lead to the condition of 
shock, (usually referred to as ‘‘asphyxia pal- 
lida’’) and death. Or on the other hand the 
cord may yield with laceration of its sub- 
stance, and hemorrhage in or about the lesion. 
This will result in more or less complete loss of 
function of the parts below the damaged seg- 
ments, and a train of symptoms, similar to those 
produced experimentally by a cross-section of 
the cord. 

The clinical picture is very striking, though 
it varies somewhat according to the site of the 
lesion. Three stages are usually described. 
First, there is a flaccid paraplegia of both lower 


* Presented before the fourth annual meeting of 
the Canadian Society for the Study of Diseases of 
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extremities, which may be associated with 
paralysis of the muscles of the abdominal wall, 
the thorax and even of the upper extremities, 
according to the level of the injury. There is 
loss of sensation over the affected parts and 
retention of urine and feces. This is followed, 
in a few weeks, by a gradual reappearance of 
the reflexes in the parts below the lesion, and 
the action of the bladder and rectum becomes 
‘‘automatie’’. This constitutes the stage of 
reflex activity, which may last indefinitely unless 
sepsis supervenes from decubitus, cystitis, etc., 
in which case the reflexes disappear again and a 
flaccid paralysis ensues. This is the third stage. 
If the original lesion is in the lumbar enlarge- 
ment the reflex activity of the lower extremities 
will not return as the reflex are is interrupted. 
In this case there is a permanent flaccid para- 
plegia, as in the case I am about to cite. 

It is obvious that the reactions correspond to 
the three zones into which the spinal cord may 
be divided, viz., the damaged segments and those 
above and those below the site of the lesion. In 
uncomplicated cases the brain is not affected, so 
that the intelligence is not impaired and there 
are no convulsions, though the picture presented 
during the second stage may simulate an intra- 
cranial hemorrhage, and indeed it is probable 
that many eases are designated as such. During 
the flaccid stage, or when the lumbar enlarge- 
ment is involved the flaccid paraplegia is sug- 
gestive of amyotonia congenita or of spina bifida 
occulta. 

Post mortem examination shows that the cord 
at the site of the lesion is more or less completely 
destroyed and the nervous tissue is replaced by 
connective tissue and organized blood clot, with 
ascending and descending degeneration of the 
tracts as described in Kooy’s* notable case. In 
more recent cases the meninges are found to be 
torn asunder and a blood clot surrounds the 
cord. The substance of the cord is soft and when 
sectioned found to be infiltrated with blood. 
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The vertebral column is usually found intact, 
so that the damage is done entirely by traction, 
and not by fracture or dislocation of the 
vertebre. 

The frequency of the cord injuries following 
breech extraction is difficult to estimate, but 
there is sufficient evidence to prove that it is 
far more common than standard text-books on 
either obstetries or neurology would indicate. 
The most frequent injury consistent with life 
is situated in the mid-thoracic region. Next 
come cord lesions resulting from traction on 
the brachial plexus, in the endeavour to dis- 
lodge one of the arms. 

The prognosis depends largely on the extent 
of the damage as well as on the site of the lesion. 
Naturally, if the medulla and phrenic nerves 
are involved, death is immediate. When the 
lesion occurs in the upper thoracic region of 
the cord, breathing becomes entirely diaphrag- 


matie and the patient may succumb to pul- ° 


monary disease. Infection of the bladder will 
not occur, unless catheterization is practised, 
and this is rarely necessary. Trophic changes, 
such as decubitus, atrophy ete., are sometimes 
present. In general it may be said that the 
higher the lesion in the cord, the more serious 
the outlook. Injuries affecting the cervical cord 
are usually fatal within a week or two, while 
those in the lumbar region are compatible with 
an indefinite existence. The paralysis and anes- 
thesia may slowly improve to a certain extent, 
due to absorption of the hemorrhage in and 
about the cord, but complete recovery can never 
be expected. 

There is little to be recommended in the way 
of treatment. The nutrition and tonus of the 
affected muscles should be maintained as far as 
possible by suitable means and contractures 
prevented. 

In conelusion it may be said that breech ex- 
traction is a totally unphysiological procedure, 
and particularly dangerous is the combination 
of hyperextension and traction in the delivery 
of the after-coming head. But the solution of 
this problem does not come within the province 
of the pediatrician. ; 

The following case. illustrates some of the 
points I have been discussing. san 

A French-Canadian girl, six months. of age, 
was first seen in February, 1926... She was the 
ninth child in the family, born at full term, 
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weighing about seven pounds. The labour was 
said to be very difficult, and a breech presenta- 
tion. No instruments were used, but much 
pulling had to be exerted in order to effect the 
delivery. The child was then found to be very 
blue and remained feeble for a few days, After 


this she began to improve and was able to nurse 


at the breast, but. it. was soon noticed that she 
did not move her legs. There ‘were no convul- 
sions. During the next six months the child 
thrived fairly well—first on breast feeding and 
then on the bottle, but still there was no move- 
ment in the legs. Apart from this she was active 
and mentally bright. The bowels were constip- 
ated, but could be regulated with laxatives. 

Examination in February, showed a rather 
small pale baby of six months weighing twelve 
pounds. She was unable to sit alone, but when 
supported, she sat; with considerable lordosis 
The head was steady and the fontanelle small. 
The cranial nerves were normal. Respiration 
was both thoracic and diaphragmatic. Th? 
upper extremities moved naturally, but the legs 
lay in a flaccid, helpless manner in any position. 
From the groins down, both legs were soft and 
toneless, but there was no wasting and the circu- 
lation was good. Neither pinching nor pricking 
with a pin could elicit any evidence of sensi- 
bility to pain. The knee jerks, ankle jerks and 
plantar reflexes were absent. The abdominal 
wall ballooned out on inspiration, and although 
the reflexes were not obtained, she appeared to 
feel painful stimuli over the abdominal region. 

The following conditions were considered as 
possible causes for the symptom complex: Spina 
bifida occulta, amyotonia congenita, and trauma- 
tic laceration of the cord. Repeated x-rays of 
the spine failed to show any abnormality. The 
Wassermann reaction was negative and after 
due consideration the diagnosis was made of 
laceration of the lumbar cord resulting from a 
difficult breech extraction. 

The patient has been under observation now 
for about four months, during which time her 
general health and nutrition have much im- 
proved. She can now sit alone quite steadily. 
Her abdominal muscles have regained their tone 
and reflexes. . There. is still total insensibility 
to pain below the groins in front and below the 
iliae crest behind. This indicates that the upper 
level of the lesion is at the first lumbar segment 
of the cord. No reflexes can be obtained below 








1230 


this level. There is flaccid paraplegia but no 
definite wasting of the limbs. The circulation 
is good as a rule, though sometimes the skin of 
the legs is mottled and the feet become blue and 
cold. Recently there has been quite definite 
movement attributed to the iliopsoas muscle on 
the left side. The bowels move once daily and 
she urinates every hour or two. 

Very definite improvement has taken place 
even in the short time she has been under obser- 
vation. It is idle to speculate on what further 
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improvement may take place, though it will be 
interesting to observe her from time to time aud 
to report any progress. 


I am indebted to Dr. F. P. Yorston for having 
referred this case to me. 
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DIAGNOSIS OF COMMON SKIN CONDITIONS* 


By G. Gorpon CAMPBELL, B.Sc., M.D. 


Clinical Professor of Dermatology, McGill University 


AMONG the more common skin diseases there 

is one that easily holds the first place 
numerically. It preponderates to such an extent 
that it includes nearly two-fifths of all forms, 
common or uncommon. Formerly universally 
known as eczema, a disease of unknown etiology, ‘ 
it is now possible to classify a large proportion 
of the cases as dermatitis of known etiology. A 
dermatitis or eczema, regardless of the cause, 
presents a fairly constant clinical picture, and 
this I will briefly outline, familiar as you no 
doubt all are with it. The first symptom is 
redness like sunburn, accompanied by a sensa- 
tion of slight itching or burning. This is soon 
followed by greater hyperemia with more or 
less swelling, and later, by the appearance of 
tiny vesicles which soon rupture, and their 
serous-like contents dry as straw-coloured crusts. 
On removing the crusts the surface underneath, 
especially if subjected to some irritation such 
as friction, is rapidly clothed with fresh exudate, 
which can be seen to form small droplets on the 
inflamed area. This one feature, the recurrence 
of ‘‘weeping’’ as it is commonly called, is the 
corner stone in the diagnosis of dermatitis; no 
other disease exhibits it. At a later stage the 
skin becomes indurated and perhaps fissured, 
and now and then pustular, from the accidental 


* Abstract of address with lantern demonstration. 
Annual meeting of the Ontario Medical Association, 
London, May 26, 1926. 


implantation of pus-producing organisms. Other 
diagnostic features are the intolerable itching, 
usually occurring in crises and especially after 
irritation, and the usual absence of any well- 
defined margin to the inflamed area which fades 
gradually to the colour of the surrounding 
normal skin. 

The object of all diagnosis is the acquisition 
of knowledge which will lead to an effective 
method of treatment, and no method of treat- 
ment can hope to prove effective unless the 
underlying cause of the disease is known and 
removed. Hence, a mere diagnosis of dermatitis 
is futile unless we are able to couple with it 
the cause. Fortunately, all but a few of these 
dermatites are found upon the exposed parts of 
the body, the face and hands, and this narrows 
our investigation to agents coming in contact 
with these parts. Prolonged exposure to heat, 
cold, antiseptic solutions, soap, water, oils and 
chemicals are all well known causes. Suscepti- 
bility to certain proteins explains those cases 
due to the organic dusts incidental to certain 
occupations. In the same class are the derma- 
tites so commonly met with in the users of face 
powder which contains either rice or orris root 
as one of its ingredients. One can add here, 
too, as occasional factors, the long list of proteins 
causing hay fever and asthma. Mechanical 
irritation probably accounts for a large group 
of fur and wool dermatites, the effect produced 
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being apparently proportionate to the coarse- 
ness of the fur rather than to the dyes used in 
colouring it. The most difficult cases are those 
in which a dermatitis is apparently produced 
by some common cause in an individual who 
previously had been immune to it. This is 
noticeably the case during pregnancy and after 
middle age in both sexes, and we often find it 
associated with an intolerance to sugar in the 
diet. By imtolerance to sugar I do not mean 
diabetes or even a necessarily high blood sugar. 
What I do mean is that the blood sugar is 
temporarily raised above the normal and perhaps 
its assimilation delayed, by the ingestion of an 
amount of carbohydrate which would not thus 
affect the normal individual. 

Psoriasis is always a dry scaly eruption, 
occurring in sharply defined patches. The 
presence of the scales in patches recently 
denuded is readily demonstrated by stroking 
with the back of the finger nail. When the 
lesions are small a squamous syphilide may 
closely resemble it, but a syphilide is never 
uniformly sealy like psoriasis, and the other 
signs of syphilis are present at the secondary 
stage during which this eruption occurs. The 
difficult cases in diagnosis are those in which 
the disease is confined to the scalp, when it is 
often mistaken for seborrhea or seborrheal 
eczema. Psoriasis has discrete lesions with well 
defined margins; seborrhea is the opposite. 

Impetigo contagiosa is usually easily recog- 
nized, the eruption being made up of greyish or 
yellowish crusts mainly on the face and hands, 
and looking as if the part involved had been 
splashed with them, owing to the absence of any 
inflammatory areola about the lesions. The 
ring-shaped form may be confused with ring- 
worm, though close observation will show that 
the rings are composed of confluent vesicles or 


Case of Lead Poisoning With Onset Simulating 
Trigeminal Neuralgia.—In the case reported by 
Lee Foshay, Cleveland, the location of the pain, 
the patient’s description of its character, the 
homolateral radiation to the arm and the Valleix 
points of hypersensitivity seemed at first to in- 
dicate a diagnosis of tic douloureux of the neuri- 
tie type. The entire absence of premonitory 
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crusts arranged in an annular shape, entirely 
different from the scaly border of the spreading 
ringworm. 

Acne needs no description. The localization of 
the eruption on the face and upper part of the 
thorax with the presence of comedones and 
comedo-topped pustules has no imitator. 

Seabies not infrequently is the source of con- 
siderable difficulty in diagnosis, especially when 
the subject of it has cleanly habits and indulges 
in a daily bath. The distinctive feature is not 
the burrows, which in these cases are almost 
impossible to demonstrate, but intense itching 
associated with pairs of tiny red papules, the 
entrance and exit of the burrows, and its dis- 
tribution—the webs of the fingers, borders of 
the axilla, the penis in the male and breast in 
the female. The presence, too, of more than one 
case in a household often fixes the diagnosis 
before the patient is even examined. Urticaria 
is the stumbling block in this disease, especially 
in children, in whom the two diseases are often 
associated. Remember that the presence of 
wheals makes a diagnosis of urticaria positive, 
but does not negative the possibility of scabies 
being also present. Furthermore, urticaria in 
young children gives rise to small, hard papules, 
usually blood-crusted from scratching, on the 
sites from/ which wheals have faded. 

Pityriasis rosea in our experience is rarely 
diagnosed outside of the special clinics. This 
ought not to be, as it presents a very constant 
clinical syndrome. There is a_ preliminary 
single lesion about the size of a quarter dollar, 
pink, covered with chaffy scales and closely 
resembling ringworm. Within two weeks after 
this the portion of the body covered by an 
undershirt develops twenty or more of similar 
lesions and interspersed among them are 
numerous smaller non-scaly pinkish macules. 


symptoms, of vasomotor, secretory and trophic 
disturbances, and the absence of a tic or other 
motor phenomena seemed to render such a con- 
sideration improbable, but it was not until the 
characteristic atrophy of the arm appeared that 
the diagnosis of trigeminal neuralgia finally 
could be abandoned.—Jour. Am. Med. Ass., May 
29, 1926. 
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THE INFECTIVE ARTHRITIDES 


On A POSSIBLE RELATIONSHIP BETWEEN HYPOPARATHYROIDISM 
AND THE CHRONIC ARTHRITIDES 


By A. MAcKENZzIE ForBES 


Clinical Professor of Orthopedic Surgery, McGill University, Montreal 


N various communications regarding our know- 

ledge of the infective arthritides, under which 
term we have included rheumatoid arthritis, 
osteo-arthritis, and similar affections, we have 
continually reiterated the opinion that all of 
these are due to infections. Nevertheless, in 


many cases, it is difficult or impossible to state - 


what is the infecting organism, in spite of the 
fact that, by complement fixation, certain 
organisms or strains which in the past have 
defied discovery, have been demonstrable. 

While we have persistently maintained this 
opinion because the clinical characteristics of 
the so-called rheumatoid conditions strongly 
point to infection as the etiological factor, we 
have not been unmindful of the truth that other 
pathological conditions, other biological changes, 
other chemical phenomena, may be associated 
with the infection. Indeed we have been forced 
to question whether these other phenomena 
precede an invasion by infective organisms, or 
whether they follow such invasion. 

Some years have passed since we accepted in 
our clinies the work of Vines‘ on the subject of 
the changes in blood calcium in those suffering 
from certain chronic infections. Since then it 
has been constantly taught by us that it is not 
unusual to see three coincident pathological con- 
ditions, viz., (a) changes in joints, (b) changes 
in the parathyroid glands, and (¢c) changes in 
the intestinal mucosa. Further, we have felt that 
changes in blood calcium might indicate changes 
in the parathyroid glands and coincident, yet 
undiscoverable, changes in the intestinal mucosa, 
and we have asked whether these changes might 
not in some cases prove to be the portal of entry 
of the infective agents which cause certain of 
the chronic arthritides. Indeed it has often been 
our pleasure to point to the fascinating writings 
of Macallum,? who insists that further biological 
and other studies of the cells of the intestinal 


mucosa may prove that these may be, in 
many cases, the avenue of infection in various 
pathological conditions. 

On these data have been based our rules of 
treatment, viz., (1) treatment of the cause; (2) 
treatment of the contributory cause or effect; 
(3) treatment of the symptoms. These rules 
were published by the Montreal General Hospital 
some years ago (Form 1037A). 

It is the purpose of this article to direct our 
readers to a most suggestive lecture delivered 
before the Harvey Society in New York by 
Professor J. B. Collip,? of our University of 
Alberta. Let us, in the light of this article, 
study the function of the parathyroid, because 
we have for some years accepted the view that 
in certain of the chronic arthritides the arthritis 
is but one of three conditions, viz., (a) infection 
of joints, (b) certain changes in the parathyroid, 
and (c) changes in the intestinal mucosa 

In his article Collip accentuates the fact that 
‘*a state of hypoparathyroidism’’ may exist. He 
says post-operative tetany and infantile tetany 
are generally recognized as belonging to this 
class. ‘‘Further work may show that certain 
other conditions may be complicated by a mild 
hypoparathyroidism.’’ May we, then, as clini- 
cians willing and ready to profit by the labours 
of scientists, emphasize that certain of the so- 
called rheumatoid conditions are probably com- 
plicated by, and are perhaps due to a mild 
hypoparathyroidism. This is our justification 
for including a preparation of parathyroid in 
the therapeutic armamentarium, which we em- 
ploy in the treatment of those cases of chronic 
arthritis which show a lack of blood calcium. 

Clinicians have always recognized the part 
that the intestine plays in the rheumatoid con- 
ditions. During past decades, perhaps centuries, 
meat has been recognized as being an unsuitable 
form of diet for those suffering from the chronic 
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arthritides, though clinicians have been unable 
to justify this conviction by scientific data, but 
now we know that in the laboratory, meat 
aggravates symptoms in parathyroidectomized 
animals. 

Fully to appreciate the importance of diet 
for those suffering from even a mild hypopara- 
thyroidism we had best quote verbatim from the 
words of Collip: 


‘Much evidence has been brought forward to show 
that both diet, and the type of flora of the alimentary 
canal play a very important réle in relation to the de- 
velopment of tetany in parathyroidectomized animals. 
Thus it has long been known that a meat diet precipi- 
tates the onset of symptoms and increases their severity, 
while a milk diet decreases the severity or prevents the 
development of symptoms. Dragstedt and Peacock 
(1923) obtained results which indicated to them that 
the symptoms of parathyroid tetany are primarily the 
result of the absorption of the products of bacterial 
decomposition of meat in the intestine due to the de- 
velopment of a special proteolytic flora as a result of a 
meat diet. Their experiments also indicate, as have 
those of others, that tetany is much less marked when 
animals are given a milk diet. They also found that 
lactose and dextrin seem to have a special action in 
delaying the onset of symptoms. This action they have 
ascribed to the establishment by these food stuffs, of 
an aciduric flora in the intestine which prevents the 
bacterial decomposition of proteins into toxic split pro- 
ducts. 
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Luckhardt and Compére (1924) have pointed out 
that changes in the permeability of the mucosa of the 
gut may have an important bearing in relation to 
parathyroid tetany.’’ 


The time at our disposal does not permit of a 
further review of these thoughts of certain 
members of our school of orthopedic surgeons, 
yet we should add that Collip’s most interesting 
studies were first brought to our notice by our 
studies of fragilitas ossium. Professor Collip’s 
investigations seemed to us to strengthen the 
suggestion of Macallum that changes in the 
permeability of the mucosa of the gut may form 
a portal of entry for the infecting organism in 
certain of the so-called chronic or rheumatoid 
arthritides, and accentuate our belief that about 
ninety per cent of these chronic arthritides owe 
their origin to changes in the intestine. 
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SOCIAL ASPECTS OF MENTAL DEFICIENCY* 
By C. B. Farrar, M.D. 


Director, Toronto Psychiatric Hospital 


FoR the purposes of this discussion society 

may be resolved into two classes, namely, 
those who get along, and those who do not. We 
are not primarily concerned with the former 
class, except to recognize that upon them falls 
the burden of taking care of the others. 

Who then are those who do not get along? 
By that expression we mean those who do not 
or cannot lead ordinary, average, normal, inde- 
pendent lives, fitting comfortably and whole- 
somely into their social and economic niches, 
and who by reason of that fact must be regarded 
as non-social or a-social, in other words, an un- 
assimilated or a foreign body in the communal 
organism which must be dealt with both for the 


* Abstract of address delivered at the Fourteenth 
Annual Conference of the Association of Children’s 
Aid Societies. 


benefit of the individual himself and for the 
welfare of society. 

This increasing class of the socially or econo- 
mically incompetent includes all the well known 
types for whom from time immemorial, society 
has had to make provision, or against whom 
society has had to protect itself. There are the 
victims of poverty who become the charges of 
the state; there are those who habitually lead 
lives of vice; there are the mentally handi- 
capped; there are the confirmed delinquents and 
criminals. 

It may strike you as inconsistent, if not 
humorous, to assert that criminals belong to the 
class who do not get along, in view of records 
particularly across the border, where notoriously 
ninety-five or more murderers out of every one 
hundreds go unpunished, and where in the State 
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of Texas a lady governor has made a habit of 
pardoning convicted murderers. The situation 
in the States has been such as to cause Chief 
Justice Taft of the United States Supreme 
Court to declare that the administration of 
criminal law in the United States is a disgrace 
to civilization. Moreover, within the last few 
years there has grown up on both sides of the 
line a vast underground army of law-breakers, 
who administer to the comforts of those who do 
not take kindly to paternalistic prohibitive legis- 
lation. This class of law-breakers certainly can- 
not be included with those who do not get along. 
On the contrary they thrive and flourish. We 
may, however, regard this as a _ transitory 
phenomenon called forth by an extreme and 
hitherto unenforcible type of legislation, and we 
may still maintain that with sane and wholesome 
laws and adequate law enforcement the life of 
the criminal would not be such a comfortable 
and successful one as it now is in some parts of 
the world. 

The essential situation, however, with which 
we are at present confronted is that the socially 
and economically incompetent classes are not 
decreasing. In fact it must be said that the 
present day attitude of society in many ways 
favours the increase rather than the decrease of 
the undesirable and dependent elements. It is 
the humanitarian age. More and better care for 
the socially sub-standard groups is the boast of 
our civilization. Everything is done to save the 
lives of those who are mentally or physically or 
otherwise handicapped, and to keep them alive 
as long as possible, no matter how complete the 
handicap may be, or how useless the individual 
either te society or to himself. Following the 
urge of ultra-humanitarian motives we may 
possibly find in the fullness of time that the 
principal occupation of the socially competent, 
or so-called normal individuals, will be to take 
eare of the abnormals. Without underestimat- 
ing the significance and the indispensability of 
the humanitarian and philanthropic spirit, we 
must not, in our self-encouraged good nature, 
forget that social wastage is also a vital economic 
problem ; and that we are bound to consider not 
only the comfort and well being, and the in- 
dividual rights of every handicapped person, 
but we are at least equally required to think of 
the larger problem of social welfare and race 
improvement. 
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Having made these general remarks, let us 
now state two major facts which stand out with 
startling clearness. The greatest single factor 
in social and economic inefficiency is menial 
defectiveness. The declaration that all men are 
created free and equal has resulted in much 
clouding of popular scientific thinking. Free in 
the sense that they are not, or should not be, 
chattels or slaves, yes; equal in the sense of 
being presumed to have certain equal political 
rights and equal protection by laws, yes; but 
that is about as far as human freedom and 
equality go. We all know that no man is created 
free, and that no two men are created equal. 
For one thing every human being is chained 
down by an inexorable heredity, which he can 
in no possible way escape. If all men were 
created equal, social and industrial upheavals 
and revolutions would be impossible; communism 
could never be a matter for public discussion 
because it would universally exist without people 
knowing it. 

These statements are simply putting in an- 
other way the fact that we started out with, 
namely that society is divided into those who 
do and those who do not get on; and are merely 
a commentary on the great truth, that in general 
the reason why one group does not get on is 
that the members of that group in their personal 
equipment, and particularly in their mental 
equipment, are unequal to those who do get on. 

This, of course, is a matter of common know- 
ledge, and need not be illustrated by the use of 
statistics. Let us merely refer to certain com- 
mon associations with which all those interested 
in welfare work are familiar; conditions the 
co-existence of which is so common that it can- 


not be regarded as a coincidence. These related 


conditions are: illiteracy, poverty and squalor, 


vicious and criminal habits, the absence of all 
those benign influences which cluster in the 
idea of home, the homing tendency itself, the 
lack of any regular settled trade, and the forma- 
tion of unwholesome and non-social living habits 
in early childhood. | 

Among those to whom it is necessary for 
society to extend a helping or a restraining hand, 
the conditions just enumerated are often found 
associated. It is a mistake to regard any one of 
these conditions as the cause of the others. 
Rather, they all rest upon the basal factor of 
mental inferiority. 
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The second major fact is that the greatest 
single cause of mental defectiveness is heredity. 
This is now so well understood that it is not 
necessary to bring compilations of facts and 
figures to prove the case. These two facts if 
they are good for anything ought to serve to 
point the way we must take, if the problems 
connected with mental deficiency are to be 
attacked rationally. 

What are the most conspicuous problems of the 
mentally deficient? Naturally, first comes the 
economie problem. These unfortunates present 
in varying degree an inability to compete with 
those better endowed. They require sheltered 
employment, special conditions of labour, and 
above all, a tempered if not indulgent attitude 
on the part of employers. Even with these 
favourable conditions so difficult to obtain, the 
more seriously handicapped are economically 
useless so far as independent existence is con- 
cerned. Sooner or later they must be institu- 
tionalized. Under institutional regime many of 
them may still be productively employable, while 
a considerable residue are helpless and useless 
from all points of view. 

There is a second problem, namely the danger 
of criminal acts. It is now, to state a common- 
place fact, correct to say that the great majority 
of delinquents and criminals, particularly the 
habitual types, are mentally subnormal or ab- 
normal. Seventy-seven per cent of the inmates 
of thirty-five penal institutions in New York 
State were recently found, as a result of a 
painstaking study, to be the victims of definite 
mental disabilities. Sixty-six per cent of all 
the inmates were found to be repeaters, and 
repeaters almost without exception must be 
classed as mentally handicapped. 

Knowing these facts we are torced to conclude 
that the very circumstance that recidivism exists 
and bulks so large in our criminal procedure is 
a demonstration that we are not properly attack- 
ing the problem of crime. The career of many 
repeaters could readily be prophesied after the 
first conviction, if means were available to make 
an adequate study of their mental condition. The 
inevitable conclusion would be that many of 
those who have become criminal are mentally 
deficient or abnormal, and not only: a dangerous 
element in society at the time the crime 
was committed, but remain a _ permanent 
menace and should be permanently segregated 
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from society. Under ideal conditions recidivism 
should almost disappear. The recidivist by his 
repeated criminal acts testifies that society and 
the state have not recognized him for what he is. 

A third problem of the mentally defective is 
that of marriage and parenthood. For some 
curious reason these two matters have quite 
commonly been regarded as one single problem. 
The scientific approach, however, is to reduce a 
problem to simpler terms and deal with them 
separately. The obvious intention of all those 
who have interested themselves in this question 
has been to prevent the propagation of mentally 
unfit individuals, and the methods hitherto 
commonly advocated have been to forbid the 
marriage of the mentally unfit, or, if necessary, 
to segregate them. In the latter case segregation 
throughout the entire reproductive period is of 
course necessary. 

It is superfluous to remark that the prevention 
of marriage does not prevent reproduction; 
moreover, it is precisely in the group where the 
danger is greatest, namely among those of the 
upper levels of mental deficiency, the so-called 
morons, that the difficulties in carrying out the 
regulation of marriage would be greatest, if not 
insurmountable. Casual observation does not 
necessarily reveal the actual mental condition of 
these persons, and it is common knowledge that 
they find no difficulty in getting married under 
the existing laws, and it is most unlikely that 
any workable method could be devised to pick 
out unfit persons of this class from the com- 
munity at large. 

Even those who at one time or another may 
have been in an institution, or who may have 
come into conflict with the law, who may even 
have been convicted of crimes and served terms 
of imprisonment, are again easily lost in the 
social body. Their records do not necessarily 
follow them and there would be little chance of 
preventing their marriage if they found a willing 
partner. An effective marriage prohibition not 
only would be unenforcible, but would offer no 
prospect of preventing reproduction of the 
mentally unfit. 

There are also convinced segregationists who 
insist upon the permanent custody of feeble- 
minded individuals for the purpose of preventing 
reproduction. They particularly insist upon 
this sort of imprisonment for feeble-minded girls 
and women of child-bearing age, although the 
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unfairness of this kind of sex-discrimination is 
obvious. 

Institutionalization of a permanent kind is 
self-evidently the only rational means of handl- 
ing certain classes of defectives and abnormals. 
These classes are easily defined. Roughly they 
are those who are simply incapable of main- 
taining themselves satisfactorily in an indepen- 
dent existence, and those with dangerous or 
criminal tendencies which make them a menace 
to the public. There can be no reasonable 
argument about the necessity of placing such 
persons in safe keeping; but to order permanent 
custody of any individual for the main purpose 
of preventing propagation seems to me about as 
rational as to put the whole body in a plaster 
east for the treatment of a broken finger. 

Here, again, it would be necessary to lock up 
myriads of higher grade defectives, in other 
words, precisely those who are best able of all 
the subnormal types to carry on an independent 
life. In addition to the inherent unreasonable- 
ness of such a procedure the financial burden 
involved would be prohibitive. 

There seems to be no very good reason why 
the questions of marriage and parenthood should 
not be considered as two separate matters, as 
they really are. In dealing with defectives the 
desired end is obviously to dam the stream, and 
to accomplish this there is only one method, 
namely by the operation of sterilization to make 
it impossible for the defective individual to re- 
produce his kind. 

Once this end is attained the question of 
marriage might be left to take care of itself. 
In certain situations marriage between. higher 
grade defectives might even be encouraged. The 
stabilizing influence of marriage is traditional, 
even if it is not always a fact, and it is easy to 
obtain family histories of the mating of defec- 
tives showing that it had been possible to main- 
tain some sort of a home life affording mutual 
satisfaction until the offspring began to arrive; 
but with an increasing family the burden became 
too great, and parents and children became 
publie charges. 

But as soon as the question of sterilization is 
raised public opinion shows a number of spon- 
taneous and always more or less stereotyped 
reactions, and various objections are promptly 
brought forward. Some of these objections are 
based on sentimental or so-called humanitarian 
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grounds against interfering with certain intimate 
personal rights. These objections are often 
based on a misunderstanding of the nature of 
the operation and of the fact that the only 
physiological function interfered with is that of 
begetting or conceiving as the case may be, all 
other aspects of the conjugal relationship being 
left untouched. 

Objections based on quasi-religious grounds 
are sometimes heard. It is hardly necessary to 
diseuss them. 

Probably the chief obstacles to dispassionate 
consideration and rational action are the inertia 
of public opinion on the one hand, if we may 
so put it, and fear of public opinion on the other. 
Sterilization is something which has not been 
commonly done. To some people it at once 
suggests sinister motives. It seems in some vague 
way to subtract somewhat from the personal 
integrity of the individual. Moreover it is 
intimately bound up with the whole question 
of sex; and the hypocritical squeamishness of 
the public with regard to such matters is 
notorious. 

And yet the procedure of sterilization is 
merely a surgical operation like other surgical 
operations; in the male, a minor one. Properly 
done it is not known to have ill effects, and no 
physiological effects not compatible with the end 
to be attained; and in the attainment of that 
end it is effective. 

There are also those who speak from the 
scientific point of view, who assert that know- 
ledge of the operations of heredity is incomplete, 
and that therefore the operation is unwarranted 
because perchance not every defective will 
necessarily always have defective children, and 
because not all cases of mental defect are 
hereditary in origin. 

These contentions may be freely admitted, 
and yet it is a matter of experience that in 
general like mates with like, and that more often 
like begets like than the contrary. Along with 
ninety-nine potential defectives whose propaga- 
tion is prevented by sterilization, possibly one 
potential genius will be lost to the world. Is 
that sufficient reason to authorize the reproduc- | 
tion of the ninety-nine defectives? The fact 
that feeble-mindedness is sometimes due to con- 
ditions associated with birth or early post-natal 
life is hardly relevant to the question. It should 
be obvious that intelligent preventive measures 
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would be directed primarily toward checking 
the transmission of defective inheritance. 

There are also medical arguments and moral 
arguments. It is argued that under the protec- 
tion of sterilization mordls would relax, 
promiscuity be encouraged and the danger of 
the spread of venereal diseases be increased. 
These statements are made, however, without any 
basis in fact, do not rest on observations, and 
are merely the guesses of the objectors. On 
this point I shall make further comment. 

On the whole the usual objections to steriliza- 
tion which one hears seem to be on a par with 
many other cut and dried opinions which are 
handed on from generation to generation, un- 
critically accepted, vociferously defended and 
sometimes fought over; but which eventually 
are found to be unsound and are at length 
superseded. 

The question of preventing by sterilization 
the reproduction of the mentally unfit has been 
discussed in this province (Ontario) from time 
to time, but has always been frowned down 
before it could make much headway. There is 
only one province in the Dominion of Canada 
in which a fair hearing on this question has so 
far been possible, namely British Columbia. In 
that province a Royal Commission in Mental 
Hygiene sat during the month of April of this 
year to consider present resources and future 
needs in the treatment and disposal of the 
mentally handicapped in the province. The 
subject of sterilization received a very full con- 
sideration and from all quarters interested the 
proposal met with approval. It will not be 
surprising if a sterilization law is passed by the 
forthcoming legislature in British Columbia, 
which will thus set the example to the other 
provinces of an enlightened approach to a 
serious problem. It should be mentioned that 
there are also active advocates of sterilization 
of the mentally unfit in the Province of Alberta 
and that efforts are on foot to secure enabling 
legislation. 

It must be acknowledged that the fate of 
sterilization legislation in the United States has 
been somewhat disheartening. Such laws have 
been passed in twenty-four States but have been 
operative so far as I know in only two, 
Nebraska and California. In seven States the 
law, after having been passed, was declared un- 
constitutional. In New York State a steriliza- 
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tion act was passed in 1912, but no means were 
provided by which it could be carried out. It 
remained inactive until 1920 when it was 
repealed. 

The situation in California makes up some- 
what for the inertia and reactionary tendencies 
exhibited in the other States. In California 
sterilization was legalized in 1909, the Act has 
been twice amended, and in its present form 
dates from 1917. The first operation , in 
California was performed at one of the State 
hospitals in 1910. Up to the end of 1925 about 
5,000 cases had been operated upon; of these ap- 
proximately 4,000 were insane patients and 1,000 
mental defectives. Besides defectives and severe 
recurrent and chronic types of insanity, steriliza- 
tion is carried out in certaini cases of epilepsy, 
in psychoses associated with pregnancy and in 
various dementing types, who may be able to 
leave hospital while still in the child-bearing 
period. It is also made use of as a means of 


birth control in families where there are already 
as many or more children than can properly be 
eared for. 


The people of California have taken very 


kindly to the idea and the operations are being 
performed in increasing numbers each year. 
Dr. F. O. Butler, Superintendent of the Sonoma 
State Home for Feeble Minded, reports that in 
no single instance has there been any ill effect 
of the operation of sterilization, but that on 
the contrary the mental and general health of a 
number of cases has appeared to be improved. 
Especially salutary have been the results in those 
distressing cases of psychoses associated with 
child-bearing in which recurring pregnancies 
are dreaded because of the probability of an 
accompanying mental attack. With the major 
cause of the recurrent psychosis thus eliminated 
these patients have remained well. In a 
number of instances sterilized patients who have 
been able to leave hospital have later contracted 
happy marriages. 

The question whether sterilization might in- 
crease prostitution and venereal disease Dr. 
Butler answers as follows, ‘‘From observation 
at all the institutions, we are decidedly of the 
opinion that it does not,’’ and he adds that 
among parole cases who have been sterilized it 
is rare that one returns with venereal disease, 
after intervals of months or even years. 

In view of an experience such as that of 
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California, extending now over a period of 
fifteen years, it is to be hoped that interest in 
this very valuable means of checking racial 
deterioration may receive more enlightened at- 
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tention on the part of legislators and the public; 
and that similar measures may become available 
in our own country where the need is certainly 
no less. 


AN EFFECTIVE MEDICAL TREATMENT FOR THE CURE OF 
CHRONIC GASTRIC AND DUODENAL ULCERS* 


By D. H. Arnort, M.D. 


London, Ont. 


T a meeting of the Ontario Medical Associa- 

tion held in Toronto in June, 1901, following 
the discussion of Dr. Rudolf’s paper on gastric 
ulcer I became convinced that the ultimate solu- 
tion of the problem must be medical rather than 
surgical. Dr. McPhedran stated he regarded 
the treatment to be surgical. That was a shrewd 
forecast of what has taken place so generally 
since that day. Dr. Ochsner followed, saying: 
‘“‘T operate these cases occasionally, but I 


wish to warn the last speaker, that these pa- 
tients after operation must be just as careful 
of their diet as if no operation had been per- 


formed.’’ If this was true, it occurred to me 
that no matter how carefully the ulcer was 
excised, the cause of the ulcer still remained, 
possibly to bring about a recurrence, therefore 
the search for a medical solution should not be 
entirely futile. 

In October, 1909, at a meeting of the Academy 
of Medicine, Toronto, Dr. Hoover of Cleveland 
gave an address on the subject, and on this occa- 
sion Dr. McPhedran recalled his stand of 1901, 
and reiterated his conviction that the treatment 
remained with the surgeons. To my surprise, I 
was asked to speak next, and in concluding my 
remarks expressed the opinion that the real 
solution of the difficulty must be a medical one, 
and if we were watchful and patient, some day 
we would get the revelation. Nearly sixteen 


years later in Toronto, I feel myself able to 


fulfil that prediction by describing a well-ma- 
tured, practical and satisfactory treatment, 
which controls and cures chronic gastric ulcer 
and chronic duodenal ulcer. 


* Address delivered before Ontario Medical Asso- 
ciation, Toronto, May 8, 1925. 


A review of recent literature on the subject 
would lead one to conclude that, notwithstand- 
ing the considerable success which has marked 
the surgical treatment of these diseases, the in- 
creasingly severe operations proposed indicate 
an uneasy lack of finality. On the other hand, 
the most widely accepted medical treatment has 
been a highly specialized hospital procedure, 
which, owing to its severity and to the pro- 
longed time required to apply it thoroughly, has 
left little to choose between the medical and 
surgical methods of cure. 

In The Lancet, March 31, 1923, Sir Berkeley 
Moynihan said: ‘‘I think it is a reproach to 
medicine that the surgeon should be compelled 
to operate so frequently for gastric and duodenal 
disease. Such ulcers ought to be cured, far 
more frequently than they are, by medical treat- 
ment.’’ 

It seems to me possible to remove the reproach 
referred to by Sir Berkeley Moynihan. For over 
ten years I have used a regimen which has given 
me every satisfaction. The use of this regimen 
has saved my patients the heavy expenses of 
hospital charges, surgical fees, and the severe 
loss of earning power which goes with prolonged 
periods of sickness and convalescence. It cer- 
tainly has saved me the responsibility of recom- 
mending high priced and painful treatments, 
which, in the best of hands, have given an em- 
barrassing percentage of unsatisfactory results. 

My observations have now been made on a 
sufficient number of cases, and over a sufficient 
period of time, to justify me in drawing con- 
clusions, and in presenting these views to the 
profession. By describing the essential features 
of the treatment I do not hope to prove at once 
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to your satisfaction that these conditions are, 
almost exclusively, medical problems, though I 
hold such belief myself. However, the regimen 
is easily established, and though it gives im- 
mediate evidence of control, leadership is re- 
quired to maintain it thoroughly; I hope you 
will put the plan to the test, and decide for 
yourselves what acvice you shall give your pa- 
tients in the future. 

We physicians owe a debt to the surgeons 
which we can never repay for making the clini- 
cal diagnosis clear. 

In his ‘‘ Duodenal Uleer,’’ 1910, Sir Berkeley 
Moynihan said: ‘‘. the symptoms of 
duodenal ulcer are definite, and not easily to be 
mistaken, and they appear in an order and with 
a precision which are indeed remarkable.’’ If 
I have anything helpful to say about the medi- 
cal treatment of such cases, it is due largely to 
the fact that he wrote so clearly and so defi- 
nitely. You will recall how he recognized duo- 
denal ulcer in those days: An epigastric distress, 
called ‘‘hunger pain’’, of a burning, grinding, 
or gnawing nature, constantly recurring two of 
three hours after meals, depending to some ex- 
tent upon the character and amount of the food. 
The pain is relieved by eating, but it returns 
when the usual period after meals has elapsed. 
In The Lancet, March 31, 1923, he repeats: ‘‘It 
is of course well known that the diagnosis of 
duodenal ulcer if the classical symptoms I des- 
cribed many years ago are present in their most 
complete form is, as a rule, very accurate.’’ 

After a satisfactory diagnosis of ulcer is made 
one is justified in taking full charge of the treat- 
ment. The one general plan to be followed, 
whether the disease be gastric or duodenal is as 
follows: 

General management, continuous for one year: 
The patient is given but two meals in the day, 
and these are spaced five to six hours apart. 
Absolutely nothing but water is allowed between 
meals. The intention is to secure daily, four- 
teen continuous hours of physiological rest for 
the stomach and duodenum. Should there be 
retention of food, the stomach should be washed 
out with warm water, four or five hours after 
the second meal. 

Fatigue is to be avoided where living condi- 
tions will permit, and all are required to lie 
down for fifteen minutes immediately after leav- 
ing the table. With these limitations patients 
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may as a rule be allowed to follow their usual 
occupations. As regards the diet: individual 
needs must be considered, but in general pa- 
tients may be allowed to eat an interesting 
variety of foods in reasonable amounts. Fowl 
and fish are to be preferred to heavy meats, 
and milk soups are a much better choice than 
stock soups. Nine out of ten patients may be 
allowed two meals daily, spaced five to six hours 
apart. 

The following articles are forbidden: tea, 
coffee, tobacco, spirits, wine, beer, highly spiced 
sauces or foods, nuts, bran, brown bread, salads, 
raw fruit and cooked fruit containing seeds such 
as raspberries; also any other articles of diet 
which the patient has found to be a source of 
trouble in digestion. These rules are to be 
followed absolutely for one year, at least. 

In the way of medication the following 
mixture should be continued steadily for six 
months : 


R Bismuth subnitrate drachms 4 
Fluid extract rhubarb se 2 
Fluid extract cascara v 1% 
Milk of magnesia - 6 
Spirits of chloroform e 1% 
Water up to ounces 8. Mix. 
Of this one tablespoonful (drachms 
4) to be taken in water before food. 


In the preparation of this medicine the best 
results are obtained when drugs are obtained 
continuously from the same source. The amount 
of cascara may be increased or lessened, suffi- 
cient to ensure one natural passage daily. Per- 
sonal dispensing helps to maintain the regimen 
established. Patients should be obliged to re- 
port regularly; a written record kept by the 
physician of the progress made is always de- 
sirable. Without it the physician will lose 
control. 

The following condensed histories are illus- 
trative of the many instances in which this 
treatment has been used with success. 

1. A shopkeeper, aged forty, with a history of 
symptoms of ulcer for seven years; recently 
obliged to keep his bed for two weeks of each 
month owing to repeated hemorrhages. Under 
treatment, obtained prompt relief and remains 
well. 

2. A farmer consulted me in 1919, aged fifty- 
seven. There was a history of severe symptoms 
with collapse and hemorrhage. Sippy treatment 
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was a failure. When seen by me there was 
marked retention of food with visible peristalsis 
and much pain. The stomach was washed out 
five hours after the second meal, with prompt 
relief. He remained under personal supervision, 
however, for only one month. After leaving he 
resumed his three meals a day, when prompt 
relapse followed. Regimen was restored with 
much suecess. Reported well two years later. 

3. Salesman consulted me in 1922. Aged 
sixty-nine. Symptoms of ten years standing. 
Presence of ulcer confirmed by x-ray. Much 
pain prevented sleep till two or three o’clock 
in the morning. Treatment brought prompt 
relief but a break in regimen was followed by 
relapse. Remains well to-day. 

4. Machine operator, consulted me in 1920. 
Aged thirty-nine. History of symptoms of two 
years duration. Presence of uleer confirmed by 
x-ray. Under careful medication and diet he 
improved, and to-day remains well. 

These cases, selected out of many, because 
they demonstrate that severe chronic conditions 
have been brought under control quickly, and 
that neither advanced years, or the signs of 
evident retention of food preclude the permanent 
restoration of these parts to normal function, 
but the entire regimen must be used to ensure 
the best success. 

From 1906 to 1913 I thought it better to ad- 
vise eleven of my patients to undergo operation. 
Since then only two have undergone surgical 
treatment. 

My first failures, few in number, taught me 
to keep close personal direction of the regimen. 
The history of my cases prove that the regimen 
can control extensive and severe disease, and 
that success can be obtained even in cases where 
recurrence of ulceration has followed operation. 


Industrial Poisoning from Low Concentra- 
tions of Chlorine Gas.—In reporting a case of 
industrial poisoning from chlorine gas, Carey P. 
McCord, Cincinnati, shows that the concentra- 
tion of chlorine recommended for therapeutic 
purposes approximates 0.015 mg. per liter of air. 
This concentration is fairly close to that present 
in the bleach rooms in paper mills, laundries and 
textile mills. Barring accidents, it is believed 
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All my data have been gathered from the op- 
portunities which have occurred in private 
practice, in which I have seen over forty cases 
in the last two years. They may afford one 
more evidence of the importance of our work as 
general practitioners; as we find that we can 
supplant the work of the surgeon in this severe 
disease. It is of importance that cases of peptic 
ulcer of all kinds should be seen as early as 
possible and brought under treatment when they 
will certainly be more readily cured. 

If it be true that the digestive secretions, and 
the motility of the organs under consideration, 
are the commanding influences which prevent 
the repair of ulcer in this area, then, by lessen- 
ing the active opposition to healing by thirty 
per cent, coincident with increasing by fifty per 
cent the continuous hours which may be devoted 
to healing, and to the resting and replenishing 
of defensive powers, the basis of a definite plan 
for treatment has been submitted, which must 
appeal to your minds as offering some reasonable 
hope of success. When put into effect, augment- 
ed by the medication, diet, and the other means 
suggested, it will yield gratifying results to the 
most casual practitioner in many cases, and will 
prove an agreeable field of work for the most 
meticulous. 

One may not close without paying a tribute 
to Sir Berkeley Moynihan, who, years ago, gave 
us such a clear description of chronic gastric 
ulcer and chronic duodenal ulcer. The marvel 
of it all has been, that in the midst of his very 
conspicuous success in treating this class of ulcer 
by operation, he always recognized the medical 
character of the problem, and constantly has 
encouraged medicine to develop improved treat- 
ment. 


that chlorine concentrations in such industries 
range downward from 0.03 mg. per liter of air. 
Apart from minor inconveniences, such low con- 
centrations will not produce any acute harmful 
effects. When, however, exposure is continued 
over a period of years, an occasional worker may 
be expected to become severely harmed.—Jour- 
nal American Medical Association, May 29, 
1926. 
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EVOLUTION OF MAN’S DIET* 


By UrBaNn Gareav, M.D. 


Regina, Sask. 


EW of us as we partake of our daily bread 

ponder on the many changes that have taken 
place in our food habits since pre-historic days. 
Meals are taken for granted, and we concern 
ourselves chiefly in having the wherewithal to 
procure them, and the appetite to enjoy them. 
Nevertheless there is a long story to be told, not 
only regarding the evolution of man’s food 
habits, but about the alterations effected in his 
digestive organs consequent upon the changes 
which have taken place in his diet. I purpose 
therefore, in tha present paper to trace briefly 
the dietary habits of man from the time when, 
because of an existence largely arboreal, his food 
was necessarily of the vegetable type and more or 
less difficult to procure, up to the present when 
it may be truly said of his diet that it is so 
refined that he lives to eat. 

Three great changes in man’s feeding habits 
may be recognized; and in our description we 
will speak of a pre-cooking period, a cooking 
period, and a food culture period. 

The pre-cooking period includes the period 
when our ancestors many sons ago were strug- 
gling for an existence and lived chiefly on a 
herbivorous diet consisting of all forms of 
seeds, nuts, berries, leaves, plant shoots and 
roots, honey, barks, and to a lesser extent on 
animal food easily pounced upon, such as 
snails, insects of all kinds, birds’ eggs and so 
forth. Because of this voluminous vegetable 
intake great strain was put upon his mastica- 
tory apparatus, and in consequence the jaws 
were heavy and the teeth strong. There was 
also a greater need for a large and very 
muscular intestinal tract. As man became more 
upright and made greater use of his prehensile 
power and rapidly developing intellect his diet 
became more carnivorous, and as the ages rolled 
on he became skilled in the fashioning of weapons 
for hunting, fishing and trapping, and his table, 
if we can use that term, became graced with the 


* Abstract of a paper read before the Regina Medi- 
cal Society. 


more desirable products of forest and stream. 
With increasing skill in hunting, he became. 
encouraged to move into strange regions. It 
is probable that the desire for new hunting 
grounds had more to do with his wanderings 
than had the changes of climate. Coincident 
with this gradual change to a more carnivorous 
diet alterations gradually took place in his 
intestinal tract; the cecum became less roomy 
and the appendix at one time probably a use- 
ful part of the large gut became more and more 
atrophied. 

Prior to the discovery of fire and the inven- 
tion of cooking, man probably prepared his 
vegetable food by sun drying, grinding and 
even by burying it for short periods, but with 
the discovery of the value of fire, he greatly 
added to his dietary in being able to cook many 
vegetable substances otherwise unpalatable or 
injurious. At the first, the methods of cooking 
food must have been crude and simple, as holding 
it over embers or even placing it upon the fire 
and thus charring it. The underground oven 
which evolved from these simpler methods was 
suggested by the earlier customs of building a 
fire over food. Then followed the practice of 
cooking by stone baking and stone steaming in 
which layers of vegetable substances were 
alternated with layers of hot stones. The art of 
boiling water came later, as containers were 
difficult to procure, and receptacles such as 
shells of fish, large eggs, and plaited rushes 
served poorly to withstand the action of fire. 
According to Sutherland,’ even to-day the Aus- 
tralian aborigines and South African bushmen 
do not utilize boiling water for cooking, though 
they make use of the above-mentioned primitive 
methods of baking and roasting food. A novel 
way of boiling water by dropping hot stones into 
watertight reed vessels is still employed by the 
Esquimaux, and by the natives in remote parts 
of Finland and northern Europe. 

This cooking stage antedated the third period 
of food culture and probably occupied a time 
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of two to three hundred thousand years up to 
possibly forty thousand years ago. Sutherland’ 
states that there are existing to-day races or 
tribes in seattered parts of the world whose food 
habits and methods belong to this second stage, 
who neither cultivate the vegetable kingdom nor 
breed animals for food. They have no metals or 
pottery, and are ignorant of all but the most 
rudimentary arts. 


The food culture epoch began, it is thought, 
probably about 30,000 years ago when man 
began to store food supplies and commence pro- 
tecting and storing fruit, seeds and roots. To 
me, it is interesting to consider a prehistoric 
day when some cave man more venturesome 
than his fellows first drove wild goats, pigs or 
sheep into a cavern and thus secured them 
for future slaughter and how his slowly evolving 
mentality devised this newer method to obtain 
delectable morsels of animal food. However 
the origin, anirnal husbandry followed upon the 
cultivation of vegetable life, both of which were 
the important precursors of our present highly 
refined dietary and civilization. In the earlier 
portion of this period agriculture must have 
been very casual, and carried on in a very 
desultory fashion. The soil must have been with 
difficulty broken and prepared. Patches were 
sown here and there at random, and were de- 
serted as soon as harvested. Man still remained 
a hunter and a fisher, and thus supplied him- 
self with animal food which was supplemented 
by the products of an uncultivated vegetable 
kingdom, some of which he cooked and some of 
which he ate raw. 

Some time about 15,000 years ago neolithic 
man began to roam less and settle more in 
tribes in localities where soil was arable and 
more readily tilled. Coincident came the domes- 
tication of animals and progress was gradually 
made towards civilization. It is probable that 
fruits were first cultivated, then roots, and 
finally cereals; the latter requiring more careful 
cultivation. Up to quite recently our forefathers 
broke their land with difficulty and grew barely 
enough for their own needs and for purposes of 
trading. Until the beginning of the last century 
it is probable that no more than 5 per cent of 
the daily food intake was of cereal character. 
With the advent of the modern steel faced 
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plough, sod breaking became relatively simple, 
and with the later modern inventions for assist- 
ing farming enormous crops were grown in all 
temperate regions. Finally, the invention of the 
means of bolting flour for the purpose of pro- 
longing the keeping qualities of wheat, insured 
its commercial success by enabling it to be trans- 
ported world-over. To-day, the diet of the average 
white man is estimated to consist of about 35 per 
cent cereals, largely of a refined nature. As with 
cereal so with sugar. Prehistoric man ate little 
sugar, and then only in its pure form, such as 
wild fruits and honey. With the cultivation of 
the sweeter fruits this intake became moderately 
increased, but since the commercial production 
of sugar from the beetroot and sugar cane its 
consumption has multiplied enormously. 

Man is now making an experiment with a 
dietary of a kind which no people in history 
ever tried. That nutritional disorders, which 
may result from this experiment, especially 
in the more highly civilized countries, are 
greatly on the increase cannot be disputed. 
One explanation of this may lie in the theory 
put forth, that a depletion of the calcium and 
phosphorous reserve of the body is brought about 
by the excessive formation of acid products from 
a diet too high in starches and sugars, and this 
is worthy of serious consideration. The choice 
of food is most important for growth, fertility 
and longevity, and certainly the refined cereal 
products, muscle meats, sugar and potatoes 
which make up our diet have been shown by 
McCollum to be insufficient to support animals 
satisfactorily. Man’s adaptability to food is 
most remarkable, as one learns by studying the 
history of his diet, but until quite recently the 
laws of evolution appear not to have been 
greatly interfered with, and changes have been 
seattered through eons. Whether in these days 
of the exploitation of cold storage food, devital- 
ized cereals, condensed milk, canned meats, fruits 
and soups, man can rise to the occasion and 
adapt himself to such a dietary only the future 
ean tell. 
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Case Reports 


A CASE OF A NEEDLE IN THE CERVICAL 
REGION TOLERATED FOR 
FIVE MONTHS 


By J. N. Roy, M.D., F.A.C.S. 


Associate Professor to the University of Montreal 
Physician to the Notre-Dame Hospital 
Laureate of the Academy of Medicine in France 


On account of an unexpected finding when 
operation was performed, I believe it will be inter- 
esting to publish the following brief note which 
has for its object the demonstration of the toler- 
ance in the neck, of a needle which was localized 
in its tissues for a period of five months, and to 
underline the possible complications to which the 
patient was exposed during that time. Here is 
the history of the case briefly reported. 

Miss R. M., twenty-two years of age, consulted 
me at the Notre-Dame Hospital, on the 12th of 
April, 1926, for a tumefaction of the cervical re- 
gion, on the right side. She stated that on the 
8th of April, her neck on that side commenced 
to give her pain and gradually to swell. She 
had not recently suffered from any acute or chro- 
nic infection of the throat. 

On making an examination I saw that the entire 
region of the sterno-cleido-mastoid muscle at the 
right was red, tender and swollen. However, 
there was not yet any sign of fluctuation. The 
nasal passages were normal. There was nothing 
interesting to note on examination of the rhino- 
pharynx. The tonsils had been entirely removed 
two years previously. The temperature was 
101.3° F. The patient was put to bed, and hot 
fomentations were applied. 

On the 13th, the temperature was 103°. The 
tumefaction and the pain were more marked than 
on the previous evening, and as there now existed 
a place slightly softened, I decided to operate on 
the following day. The hot fomentations were 
continued. 

After the usual preparation, the patient was 
chloroformed on the 14th, and I made an incision 
along the anterior border of the sterno-cleido- 
mastoid muscle opposite its lower third. Before 
reaching the pus I was obliged to penetrate to a 
depth of two and a half centimetres. Upon open- 
ing the abscess, there flowed therefrom a yellow 


and odorous matter, but not mixed with blood. I 
inserted a finger in order to explore the cavity, 
and was surprised to feel a sharp foreign body 
lying in a downward position of about 30°, and 
pointing in a direction towards the blood vessels 
on the right. Under the control of my index 
finger, and by means of forceps, this foreign body 
was pushed towards the larynx and easily ex- 
tracted. It was found to be a needle strongly 
oxidized and measuring four centimetres long. 
The abscess was allowed to drain for several days; 
the hot fomentations were continued, and the 
cure followed in normal course. 

Questioned again on the subject of this needle, 
the patient informed me that on the 10th of 
November, 1925, at mid-day, when she was eating 
bread, meat and mashed potatoes, she felt whilst 
swallowing a very sharp pain in the neck on the 
right side. Being under the impression that she 
had simply swallowed a bone which might have 
scratched the mucous membrane of the pharynx, 
she finished her meal. In the afternoon, the pain 
was more acute, she spat a little blood and felt a 
foreign body in her throat; she was, therefore, 
given a gargle which she continued to use until 
the symptoms disappeared. In about eight days 
after the accident, the pain diminished little by 
little, and two weeks later, it had entirely gone. 
The patient then believed that she was cured 
and remarked nothing abnormal until the 10th 
of December when she noticed that her neck was 
somewhat stiff, and her head slightly inclined to- 
wards the right. She had no sore throat, but 
simply felt a fulness in the cervical region of the 
right side. As she coughed and became thinner, 
a doctor whom she consulted sent her into the 
country towards the middle of February, 1926. 
The change of air had no effect on her cough, and 
she continued to lose flesh until the operation. 
The patient was more susceptible to cold than in 
previous years. She had never had any symp- 
toms with regard to her heart, her respiration, or 
her nervous system. I must add that she was 
very calm, and presented no signs that are noticed 
in nervous persons. At the time of my first - 
examination, I observed the stiffness of the neck, 


but that state was interpreted as being a reaction 
of muscular defence in presence of inflammation 
of the tissues. 
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In view of the fact that cervical abscesses are 
fairly frequent, the idea did not occur to me to 
propose a radiography to discover the possible 
presence of a foreign body. : 

On the 3rd of May, the patient left the hospital 
absolutely cured, and commenced to recover the 
weight she had lost during her illness. 

In conclusion I will leave to my readers to 
appreciate for themselves the consequences that 
might have resulted from that accident, if the 
way through which this foreign body passed into 
the neck had become infected more tardily, 
thereby favouring the later penetration of the 
needle into the large blood vessels, or coming 
into contact with the pneumogastric or sympa- 
thetic nerves. 


A LATE REPORT ON A CASE OF 
FUNCTIONAL ALBUMINURIA 


The following case should be of some interest 
to those of us who remember how much concern 
any form of albuminuria produced forty years 
ago. It was, as I then wrote, ‘‘the most marked 
ease of functional albuminuria I have met with, 
one in whose urine I have often seen as much 
as one-half of the column in the test tube to 
consist of solid albumin. This is a case of a 
young gentleman, now aged twenty-three, whom 
I have had under observation for six years, and 
who, though the albuminuria is as marked as 


Acid Sodium Phosphate in Fatigue —Emden 
and associates, during the war, attempted to 
delay the onset of fatigue in German soldiers 
by the oral administration of acid sodium phos- 
phate in sublaxative doses, and claimed excellent 


results. Extending studies to miners and ani- 
mals, similar results were claimed. Frederick 
B. Flinn reports upon his investigation of these 
claims in United States Public Health Reports, 
July 16, 1926. He found animal experiments 
disappointing on account of inability to estab- 
lish a satisfactory base line which could be used 
as a starting point in judging the effect of the 
salt on work-production. Subjective experi- 
ments on humans gave, as is usual with such 
experiments, variant and indefinite results. Sev- 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


ever, has fairly good health which has not de- 
teriorated during that time.’’ He had been a 
patient of the late Professor Sir Thomas 
Grainger Stewart of Edinburgh, who had kept 
him on a purely milk diet for thirteen months 
without in the least influencing the albuminuria. 

The quotation is from a contribution made to 
the Lancet (December 10, 1887). Its title was 
‘Albuminuria in the apparently healthy.’’ In 
it I reported the results of the examination of 
the urine of 461 persons. Of these, 369 were 
boys; of them 20.8 per cent were albuminurics. 
By a series of tests I proved that the. albumin- 
uria was caused by rising from the reclining to 
the standing posture. I therefore called the 
condition ‘‘postural albuminuria.’’ Sixty-four 
of the boys played wind instruments; of them 
59.4 per cent were albuminurics. This did not 
appear to controvert, but rather helped to sub- 
stantiate, the theory then advanced that the 
temporary albuminuria was produced by a tem- 
porary paresis of the renal vessels. 

The immediate point of interest is this: I 
hear occasionally from the ‘‘young gentleman’’ 
above mentioned. He is now sixty-two years of 
age and in good health. The albuminuria ceased 
entirely only a few years ago. Is this because 
the walls of the renal vessels had in the mean- 
time changed their character? (Alex W. Stirl- 
ing, M.D., Ed., D.P.H., Brit. Med. Jour., July 
17, 1926). 


eral of the group under study reported improve- 
ment in general health—notably relief of con- 
stipation, and a few were able to shorten the 
period of sleep yet feel less tired on awaking 
than before the experiment was commenced, but 
the type of occupation prevented estimation of 
any change in productive ability. A group of 
thirty girls, whose ‘work-production could be ac- 
curately checked, was subjected to experimental 
study for several weeks, and their work records 
were compared with those of co-workers who 
were unaware that they were the subjects of 
study. No conclusive evidence was adduced that 
muscular efficiency is increased by the adminis- 
tration of the salt, and any benefit derived is at- 
tributed to the stimulation of the intestinal tract. 
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Retrospects 


LYMPHOBLASTOMA 
By A. T. Henperson, M.D. 
Montreal 


The word lymphoblastoma is employed in a 
recent article by Minot and Isaacs to include 
lymphatic luekeemia, its aluekemic form (pseudo- 
luekemia) lymphoblastoma, and Hodgkin’s 
disease. The paper is based on a study of 477 
eases, which do not include lymphatic luekemia, 
as this is studied elsewhere. Of this series the 
diagnosis has been corroborated in 401 cases by 
post mortem examination. 

The authors emphasize the importance of 
abdominal symptoms occurring either as the 
initial complaint or early in the disease. In- 
volvement of lymphoid tissue within the abdo- 
men, was noted by Hodgkin in 1832, and by 
Wilks in 1865. Symmers in his paper on 
Hodgkin’s disease states that commencement in 
the cervical nodes is by no means the rule, but 
that the disease commonly originates in the 
abdomen. 

In this series 119 cases had as their first 
‘symptom one referable to the abdomen, while a 
further seventy-one cases all showed symptoms 
early in their course pointing to abdominal 
disease. Of these 119 cases, the initial symp- 
tom in forty-three was pain in the abdomen, 
pain in the back in twenty-seven, marked 
gastric symptoms in fifteen, intestinal symptoms 
in seven, pain in the legs in nine, edema of the 
legs in three, enlarged inguinal glands in nine, 
and pain in the groin in four, frequency and 
nocturia in two. In addition a goodly number 
showed these symptoms early in the disease. 

Abdominal pain was frequently of marked 
severity. The site was variable, occurring as 
commonly in one part of the abdomen as 
another, except that in the left lower quadrant 
it was rarely felt. Sometimes gall bladder 
disease was simulated by diseased lymph nodes 
in the region of the larger bile ducts or lympho- 
blastoma within the jejunum or lower duo- 
denum. 


*Lymphoblastoma, George R. Minot and Raphael 
Isaacs, Amer. Jowr. Med. Sc., August, 1926. 


Pain in the back was often very intense, fre- 
quently felt in the lower part of the back, some- 
times vice-like or cramp-like, or of a dull 
persistent intensity, and influenced by changing 
the position. In 30 per cent of these, x-ray 
showed arthritis of the spine, but the authors 
do not ascribe the pain to this cause, as the pain 
often was markedly alleviated by x-ray or 
radium treatment. 

The gastro-intestinal symptoms included epi- 
gastric distress, frequently after meals and 
sometimes severe; or symptoms leading to a 
diagnosis of appendicitis, the operation reveal- 
ing lymphoblastoma in this organ or in adjacent 
structures; nausea and various symptoms due to 
intestinal gas commonly occurred, vomiting 
rarely. Heartburn was uncommon, and de- 
ereased or absent free hydrochloric acid was the 
rule where lymphoblastoma of the gastro-intes- 
tinal tract existed. 

The intestinal symptoms included pain, diar- 
rhea, constipation,: distension and soreness of 
the colon. Gastro-intestinal symptoms often 
existed for a long time before other evidence of 
lymphoblastoma developed. 

Jaundice developed in six per cent of the 
eases from compression of the larger bile ducts, 
and from infiltration of the liver. It was apt to 
fluctuate in degree. Enlargement either of the 
liver or spleen, or both, occurred frequently, 
but seldom early in the disease. 

Pains in the legs occurred as the initial symp- 
tom in 8 per cent, and as an early symptom in 
28 per cent of the 119 cases which are the sub- 
ject of this paper. Often they were associated 
with pain in the back. The pains were of a 
varying character, and were due to pressure on 
different nerves within the abdomen. More 
commonly the pain was referred down the back 
of the legs. 

Another symptom was edema of the legs, 
where pressure by lymphoblastomatous masses 
caused obstruction to blood and lymphatic flow. 
In such eases, enlarged lymph nodes were usually 
present in the groin, or lower abdomen, though 
they might not appear until later. Nearly 
always, enlarged glands in the groin and pain 
denoted disease’ within the abdomen, but in 
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some cases preceded by many months the appear- 
ance of other symptoms. 

Among the general symptoms, fever, though 
it did oceur coincidently with early abdominal 
symptoms, was not the rule. It was more fre- 
quent and of a higher degree in patients with 
internal lymphoblastoma; these cases were 
genérally the ones to give the Pel-Ebstein’ type 
of temperature curve. Itching of the skin and 
various skin lesions were frequently noted. 

Abdominal masses were detected in forty-two 
cases, or 35 per cent of the 119 cases with initial 
symptoms referable to the abdomen, when they 
first reached the clinic. In some cases the 
presence of abdominal masses was doubtful, even 
a year after the commencement of symptoms, 
but was verified by operation. 

Lymphoblastoma remained confined to the 
abdomen in only 11 per cent of the 119 cases, 
but in some of these the course of the disease 
was cut short by surgical interference. The 
enlargement of nodes in the groin was a distinct 
aid in establishing a diagnosis, though the degree 
of enlargement was often not marked, and had 
frequently been disregarded by physicians re- 
ferring the eases. In 27 per cent, the inguinal 
nodes enlarged early; in 58 per cent late. 


Aetiology of Cardiac Disease —The Long Fox 
Memorial Lecture, delivered by Carey F. 


Coombs, and published this year in the spring 
number of the Bristol Medico-Chirurgical Jour- 
nal, dealt with the etiology of cardiac disease. 


Coombs regards the intramyocardial lesion 
known as the submiliary nodule as a character- 
istic of rheumatic carditis. Changes similar to 
those seen in the submiliary nodule may be found 
in any rheumatic lesion, the essential features 
being a proliferative reaction, characterized 
especially by formation of giant cells, with a 
mild, leucocytosis, on a background of fibrin. 
The heart in rheumatic infection is attacked in 
all its parts at once, the result being a pancar- 
ditis. In ulcerative endocarditis, the myocardium 
is rarely injured, and the pericardium never 
suffers. Streptococci of intestinal derivation 
doubtless produce both diseases. Experimental 
streptococci infections usually produce an endo- 
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Enlarged glands in other localities were recorded 
in 23 per cent of the cases, while x-ray study 
not infrequently revealed enlarged mediastinal 
glands in cases presenting abdominal and back 
symptoms. 

Lymphosareoma and pseudo-leukemia are 
forms of lymphoblastoma which occur commonly 
between the ages of thirty-five and forty-five 
years, and are prone to involve the gastro- 
intestinal tract. Cases with these conditions 
frequently showed as the initial symptom one 
pointing to the abdomen. On the other hand, 
Hodgkin’s disease is one of youth, and symp- 
toms pointing to the abdomen were more apt to 
oceur later. 

Lymphoblastoma originating within the abdo- 
men is often silent for considerable periods 
before there are any symptoms. After pain and 
other symptoms appear, the prognosis is for a 
relatively brief life. But of these 119 cases, 13 
per cent had had their disease over four years 


and 8 per cent for over six years. Irradiation 


appeared to alleviate, but did not materially 


affect the course of the disease. In one or two 


instances radical surgical operation apparently 
prolonged life. 


carditis; masses of organisms are brought into 
direct contact with the endocardium. Repeated 
small invasions of intestinal streptococci favour 
an immunity which must be broken down 
through some conspiracy of factors (age, 
heredity, geography, season, economic circum- 
stances, ete.), before a ‘‘natural’’ infection can 
result, and such infection is through the cor- 
onary vessels. Such a combination of factors is 
impossible in experimental work, and accounts 
for failure to demonstrate effectively the rela- 
tionship of the streptococcus fecalis to the 
causation of the rheumatic heart. The influence 
of conspiring factors demands much attention, 
as also in the ease of that other pancarditic in- 
fection, cardiac syphilis. The same is to be said 
of the senile heart, and it is to be noted that 
bacterial toxins generated by persistent respir- 
atory infections are particularly damaging to 
the myocardium of old persons. 
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EBditortal 


RHEUMATIC INFECTION IN CHILDREN 


|= supplement of the British Medical 

Journal of July 3, 1926, is devoted 
to the report of the special subcommittee 
of the science council of the British 
Medical Association, on rheumatic heart 
disease in children. The report consists 
of a preface summarizing the views of the 
committee, and four reports written by 
the individual members of the committee, 
who alone are responsible for them. 

The problem of rheumatic cardiac dis- 
ease in children would appear to be pecu- 
liarly a British one, since, as it exists in 
that country to-day, rheumatic infection 
is one of the great infective diseases 
afflicting the children of the poorer 
classes. In the harm that it produces 
it is comparable only with such infec- 
tions as tuberculosis and pneumonia. 
Hence, the observations and suggestions 
contained in this report are of particular 
interest. 

The first report deals with environ- 
mental and other predisposing factors, 
and shows that the class incidence of the 
disease is unlike that of any other non- 
infectious disease. ‘There seems to be a 
definite rheumatic stratum of society, 
excluding the well-to-do on the one 
hand, and less completely the very poor 
and semi-destitute on the other. Fur- 
ther, it is a disease especially of industrial 
towns, rather than of rural districts. 
The rheumatic infection is, therefore, 
essentially a disease of the artisan or 
upper poor classes, particularly of those 
in industrialized areas. Dr. Miller, who 
makes the report, concludes that it is 
largely a matter of living in damp houses, 
especially in basements and in ground 
floor rooms with no cellar beneath them. 
Heredity as a factor predisposing to the 
infection of rheumatism has long been 
recognized,.but Dr. Miller doubts if sta- 
tistics justify a conclusion more definite 
than is implied in the statement that 


hereditary influence aids and abets the 
influence of environment. Temporary 
exposure to cold may undoubtedly be a 
factor but is one liable to be overesti- 
mated. Malnutrition predisposes to- 
wards this infection, though its action 
taken alone is probably not a potent one. 

The second report concerning the bac- 
teriology of the infection is written by 
Dr. Carey Coombs and Dr. F. J. Poynton. 
In spite of many failures and difficulties 
it appears that the theory that the infec- 
tive agent is a streptococcus, is slowly 
gaining ground. Recent investigations, 
says the report, go to support it. 

Part III, also written by Dr. Reginald 
Miller, concerns the value of a complete 
removal of the tonsils. He finds evi- 
dence that the infection is definitely modi- 
fied by this operation, and the liability 
to a pancarditis is definitely lessened. 
No protection is given against chorea. 
The committee feels that to recommend 
tonsillectomy as a routine measure in 
rheumatic children would be premature, 
but from the report one may conclude 
that early tonsillectomy should be widely 
adopted. 

Dr. George Allan in the fourth report 
shows that while facilities for after care 
of rheumatic children are still quite in- 
sufficient, the provision of such facilities 
is increasing, and where they are already 
provided the results are encouraging. 

Commenting editorially on the reports, 
the British Medical Journal of the same 
date stresses two important points. The 
first is, that so little has been done to- 
wards prevention of the disease. The 
class incidence of the infection seems to 
point clearly to the importance of en- 
vironment in increasing the liability, and 
this should be susceptible to control, 
particularly the habitation of damp dwell- 
ings. The second is, that provision for 
the prolonged treatment of children with 
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rheumatic heart disease is still lacking. 
The need is for more beds where these 
children can have controlled rest with 
education, and it is essential that these 
recovery facilities should be worked in 
close co-operation with the hospitals. 
Caution is necessary before it is regarded 
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as settled that open air treatment is 
wisest for rheumatic children. The re- 
sults of open air schools and other treat- 
ment of the same type seem hardly 
uniform enough to justify as yet this 
mode of treatment as a settled policy. 
R. RB. STRUTHERS 


ON WEALTH, PHILANTHROPY, AND MENTAL HYGIENE 


2 aaa announcement that the Common- 

wealth Fund has appropriated 
$170,000 for the first annual budget of 
an Institute for Child Guidance in the 
city of New York is of interest to the 
medical profession as further evidence of 
the importance which large philanthropic 
agencies attach to the disclosure of the 
primary causes of mental disease and 
defect. These agencies have learned that 
expenditures for amelioration alone will 
accomplish little in solving the social 
problems which depend in large measure 
upon disorders or defects of body or 
mind. Prevention has become their key- 
note, and their urging of the application 
of preventive measures which sometimes 
seem a bit extreme, has been provocative 
of some disquiet and some criticism in 
professional circles. Criticism has come, 
also, from other than medical sources, 
especially from those who look with dis- 
trust upon the motives of organizations 
which are supported by those much 
maligned individuals, the capitalists. 
Misunderstanding and prejudice so com- 
monly lead us “‘hinter’s Licht,” and are 
such usual traits of the critic, that we 
should be careful about allowing ourselves 
to be influenced by opinions expressed by 
those who are not in possession of all the 
facts and who do not fully consider re- 
sults. Great wealth does not neces- 
sarily close its possessor’s heart to the 
appeal of human need, although its acqui- 
sition may be consequent upon a type 
of mind which analyzes method and de- 
tects the futility of ordinary philan- 
thropy. Wealth is primarily responsible 
to labour, employment of which demands 
that industry must be maintained, and 
business affairs must have the major share 


of the rich man’s time. The furtherance 
of his philanthropies must, therefore, be 
delegated to others, chosen not merely 
because of their evident desire to serve 
their fellows, but also because they have 
shown ability to render sane service. 
Neither the rich man nor his agents are 
likely to be infallible or free from faults. 
Mistakes will be made, and lack of tact- 
fulness will now and again cause irrita- 
tion. But the motives remain good, and, 
what is particularly to the point, the 
results are, on the whole, distinctly ad- 
vantageous to the public. The doctrine 
that the end justifies the means is not 
always acceptable, but to the greater 
part of recent philanthropic endeavour 
it is distinctly applicable. Should there 
be irritation, it is well to remember that 
this word is often used as a synonym of 
stimulation. 

The Child Guidance Institute is being 
established to further four particular 
purposes, the utility of which has been 
demonstrated by the study of the prob- 
lems of juvenile delinquency which has 
been carried on by the Commonwealth 
Fund in a number of centres during the 
past five years. In brief, these purposes 
are: Further study and research in the 
mental hygiene of children; the training 
of psychiatrists and psychologists in 
practical child-guidance work; the field 
training of students in psychiatric social 
work; the provision of clinical facilities 
for the study and treatment of children 
presenting problems in behaviour and 
mental hygiene. It may be assumed that 
one of the results of the Institute’s 
activities will be an intensification of 
interest in mental hygiene, and a demand 
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for more attention to this subject by the 
physician. 

Anything which promises real assis- 
tance. in the prevention of sickness is of 
appealing interest to the practitioner, who 
must always be the most substantial 
proponent and promoter of preventive 
measures. His work en behalf of the 
general weal will always be carried on 
quietly and without the dramatic effect 
of either public or private health organ- 
izations, but the combined effort of the 
profession must ever be the principal 
factor in disease prevention. The liber- 
ality of the Rockefeller Foundation in 
endowing schools of hygiene, such as that 
now under construction at the Uni- 
versity of Toronto, may be taken as 
recognition of the basic importance of 
the physician in the work on behalf of 
the public health, which that great Foun- 
dation is sponsoring. And as the Foun- 
dation does not bestow its favours with- 
out fair assurance of satisfactory results, 
it may be taken that its beneficence to 
medical education is an avowal of confi- 
dence in the profession. 

We have long recognized the impor- 
tance of what is loosely termed the mental 
factor in disease. It is a puzzling and 
elusive factor, and a veritable bug-a-boo 
to most of us. In no field of medicine 
are there greater or more intricate sub- 
jects to be solved than in psychiatry, 
and in no field is there greater promise of 
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results of general application to medical 
practice. In the few years during which 
psychiatric study has had real encourage- 
ment very substantial progress has been 
made. This would be more generally 
appreciated were it not that psychiatric 
literature has become somewhat difficult 
of comprehension. A nearer approach 
to the vernacular, on the part of psychia- 
trists, would be welcomed by the busy 
practitioner whose dictionaries are more 
than a few days old. This will come 
with clarification of the mechanism of 
mental activities, to which much study is 
now being given. 

The quiet but efficient. work being 
carried on by the Canadian National 
Committee for Mental Hygiene, perhaps 
more notably at Montreal and Toronto, 
deserves the recognition and commenda- 
tion of the profession. In general, it is 
much along the lines to be followed by 
the New York Institute, although of 
more modest proportions. Our National 
Committee is training psychiatrists and 
psychiatric social workers who will un- 
doubtedly aid materially in the solution 
of problems which as yet prove baffling. 
All such work is aimed at results which 
must ultimately influence medical teach- 
ing and medical practice. The profes- 
sion, therefore, cannot be indifferent to 
it, and will not withhold its sympathetic 
interest and active support as long as it 
is being prosecuted along safe and sane 


lines. W. H. Harrie 


THE SANATORIUM AND THE STUDENT 


WE are in receipt of an interesting 

article by Dr. David A. Stewart of 
Ninette reprinted from the Transactions 
of the twenty-first annual meeting of the 
National Tuberculosis Association, 1925, 
which is well worthy of perusal by 
teachers, and, indeed, by physicians in 


general. It very properly advocates the 
use of the sanatorium as one of the labo- 
ratories for student training. Dr. Stew- 
art draws attention to the fact that the 
sanatorium offers the student not only 
an opportunity to study tuberculosis in 


the majority of its manifestations, but 
much more besides. The modern sana- 
torium is an. excellent field for the study 
of clinical medicine in general, but more 
than that, it gives to the student an 
appreciation of the sound principles of 


public health and community welfare. 
He can absorb fundamental facts in the 
psychology of therapeutics; he will see 
how environment and a healthy morale, 
as well as the physical environment, in- 
fluence the cure of disease. He will re- 
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ceive inspiration by noting the efficacy 
of team-work in the sphere of preventive 
medicine, and he will appreciate the im- 
portance and significance of the trinity 
of health—good air, good food and rest, 
in therapeutics. 

We believe that every student could 
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and should have the opportunity to 
benefit by a few weeks’ sojourn in a 
sanatorium, under the supervision of well- 
trained teachers. 

For that reason, we welcome this con- 
tribution to education, and commend it 
to our readers. C. F. Martin 


THE EPILEPSIES 


N the British Medical Journal of July 
3, 1926, there appears a lecture by 
Dr. S. A. Kinnier Wilson in which is 
presented a critical survey of some of the 
many theories which have been offered 
from time to time to explain the patho- 
genesis of the epileptic attack. As Dr. 
Wilson points out, there is no disease 
easier of diagnosis or in which the exter- 
nal manifestations are more readily ap- 
parent and yet none, of which the 
etiology or pathogenesis is more obscure. 
No disease, on the other hand, is more 
devastating to society, more hopeless to 
the subject, or more discouraging to the 
physician. 

In recognizing the fit as a symptom 
only of some obscure cerebral pathology, 
Dr. Wilson observes the inadequacy and 
looseness of the usual diagnosis of epi- 
lepsy, and reminds the profession of its 
unjustifiable readiness to so designate 
any condition in which a fit is manifested. 
From the not infrequent case in which 
the individual has had one major fit in a 
lifetime, to the more doubtful ‘psychic 
equivalent”? and, more recently still, to 
the “‘striatal epilepsy” of continental ob- 
servers, we find the same diagnosis in 
vogue. 

A critical discussion of the nature of 
the fit, the neural mechanism through 
which it is discharged, and the type of 
movement in a general fit, is embodied 
in the lecture. His observations on the 
physiology of fit production, on the 
‘““march”’ of movement in a Jacksonian 
fit, serve to establish the physiological 
and dispel any recently formulated psy- 
chological basis of an attack. 

Within recent years an effort has been 
made to include the epileptic fit within 


the ever-widening scope of psychological] 
geneses with, of course, its accompany- 
ing amelioration by psychotherapy; but 
it would appear as reasonable to attempt 
an explanation of the clinical picture of 
Parkinson’s disease on a_ psychological 
basis, as that of the epileptic fit. It is 
difficult to conceive a more strikingly 
organic manifestation than that embodied 
in a typical fit. In Dr. Wilson’s own 
words we have an appropriate comment: 

“Holding these views of the physio- 
logical phenomena of a general convul- 
sion, I can scarcely regard with patience 
various speculations indulged in by some, 
to the effect that the convulsive move- 
ments are identical with those of the 
foetus in utero, and that they represent 
an attempt on the part of the sufferer to 
retreat again for shelter from an unsym- 
pathetic environment into the stillness 
of the amniotic fluid. I do not consider 
that they have any ‘meaning’ whatever; 
they are of no more significance than an 
explosion of powder. Even in respect 
of the ‘march’ of movement in a Jack- 
sonian fit, the clinical type of exagger- 
ated, caricatured movement in no way 
resembles those that are called ‘volun- 
tary’ or purposive, while the ‘march’ of 
the movements follows anatomico-physio- 
logical lines alone and presents no point 
of comparison, but many of contrast, 
with the co-ordinated movements of a 
limb in health.” 

While it may be conceded that certain 
stuporose states, dramatic gestures or 
catatonic attitudes are the outward ex- 
pressions of underlying mental complexes 
in functional disease—the psychoses and 
psychoneuroses—they are obviously pur- 
posive and retain that individuality of 
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movement characteristic of the normal 
waking state. In no way can a compari- 
son be drawn with the epileptic pheno- 
mena which, as Dr. Wilson puts it, “‘is 
one big useless movement,” followed at 
length by a succession of such rigid 
states, a clonic stage, a series of so-called 
movements which do nothing but “mark 
time.” 

Lastly, Dr. Wilson criticizes and finally 
relegates to inadequacy the most prob- 
able and acceptable theory to date, 
namely, that the fit is dependent upon, 
and caused by sudden changes in the 
vascular supply of the cortex. Such evi- 
dence as the resemblance of the fit to 
that following hea rt-block—Adams- 
Stokes’ disease; the similarity between 
the epileptiform seizure and uremic con- 
vulsions, and, finally, the direct observa- 
tion of cortical blanching during a 
convulsion, as described by several sur- 
geons, has been pertinent in the estab- 
lishment of the vascular theory. Dr. 


Wilson questions its causative significance 
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and regards the blanching of the cortex as 
an accompaniment only of the epileptic 
discharge. Even if it were accepted as 
causal, one must recede a step farther to 
the cause of the vascular deficiency, cere- 
bral anzemia, which only carries the path- 
ology of epilepsy one stage further. His 
conclusion, in this regard, is, that the 
gulf between the vascular and neural is 
surpassed only by that between the physi- 
cal and the psychical. 

When we have succeeded in regarding 
the epileptic seizure as symptomatic of a 
widely varying pathology, and have come 
to speak of “The epilepsies” rather than 
of ‘“‘epilepsy”’, with its inference of one 
pathological identity, we will have opened 
up a new hope for both patient and 
physician. Furthermore, when our in- 
vestigators lead us towards the organic 
and away from the fantastic psychological 
viewpoint, we will at least follow the road 
to a better understanding of its patho- 
genesis, the only basis upon which ra- 
tional treatment can be built up. 

F. H. Mackay 


CRIME AND ITS ABATEMENT 


A VERY sane and refreshing editorial 

has appeared in Minnesota Medicine, 
September, 1925, under the title of “A 
novel crime cure.”’ Itisa comment upon 
the conclusions arrived at by the special 
committee appointed by the American 
Psychiatric Association to report on the 
psychiatric aspect of crime. These emi- 
nent psychiatrists would take the crimi- 
nal out of the legal control of the Court, 
would dispense with such terms as “‘in- 
sanity,”’ “responsibility,” “‘justice’”’ and 
“punishment,” and institute in their 
place a psychiatric study of the offender. 
It is difficult, indeed, to visualize the 
mental angle from which these gentlemen 
would approach offenders. To quote 
from our confrére: ‘The report is unique 
and revolutionary. It deals with crime 
from a novel, startling, and wholly theo- 
retical point of view. It throws into the 
discard all our preconceived ideas about 
crime. It defines responsibility 


as an ‘ability to change one’s conduct in 
response to the direction of certain pain- 
ful impressions’; it ignores the usual test 
of a knowledge of right and wrong; in 
other words, in the report crime is mea- 
sured not by the facts of the offense 
but by the mental capacity of the offen- 
der. They make of him an automatic 
reflex who is not responsible for his 
actions and, therefore, should not be 
punished.” 

The creed of the committee is that 
crime is an adaptation failure, and, there- 
fore, is a psychiatric problem; that it 
can be studied and controlled, and that 
such study can discover crime potenti- 
alities in people and that psychiatrists 
should have authority in their recom- 
mendations as to the disposition and 
treatment of the prisoner. Permanent 
legal detention should be inflicted upon 
the incurably inadequate, incompetent, 
and antisocial, irrespective of the par- 
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ticular offense ccmmitted. This creed is 
certainly revolutionary. 

At the present time when psychiatry 
would appear to be gaining some measure 
of recognition—which, by the way, has 
long been due—it seems a pity that the 
pendulum of just recognition should be 
allowed to swing into the sphere of 
dangerous experiment. While it is ad- 
mitted that the committing of crime 
may be, and frequently is, the result of 
a failure of normal adaptation, and as 
such presents some aspects which come 
within the purview of psychiatry, it 
would be deplorable if these aspects 
were permitted to play the réle attributed 
to them in this report. 

From the practical viewpoint one needs 
only to compare the relative incidence of 
crime in communities or countries where 
the machinery of the law follows its 
implacable course with those countries 
where the legal procedure is hampered 
and checked with psychiatric half truths 
and cheap sentimentality. Such a com- 
parison will bring conviction to every one 


MECHANISM OF 


_ address on this subject, by Pro- 
f 


essor John Mellanby, appears in 


the Lancet of July 31st. It has been 
generally considered, of late years, that 
prosecretin exists in the mucous mem- 
brane of the duodenum, that hydro- 
chloric acid from the stomach converts 
prosecretin into secretin, and that secretin 
finds its way through the blood to the 
pancreas and excites it to activity. Mel- 
lanby’s experiments lead him to believe 
that hydrochloric acid has no specific 
capacity for converting prosecretin into 
secretin, and that secretin exists in a 
preformed condition in thé duodenal mu- 
cous membrane. He believes, further, 
that cholic acid, the active substance of 
the bile, carries secretin into the blood 
and thence to the pancreas. Apparently 
the metabolism of the pancreatic en- 
zymes is under vagus control, while the 
quantity of fluid and the bicarbonate 
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that the practical check to all crime is 
to be found in the recognition and proper 
utilization of the primary emotion of 
fear. In the year 1923 a comparison of 
the figures of crime incidence in Chicago 
and in London as reported by the respec- 
tive Crime Commissions of these cities 
shows a ratio of twenty-five to one ac- 
cording to the population. London is 
known in legal circles as a city where law 
is respected and punishment promptly 
follows crime. Chicago is recognized as 
a city which during the past few years 
has staged such legal spectacles as the 
Loeb-Leopold and the Russell Scott trials, 
in which the part played by contributing 
psychiatrists bordered closely upon the 
ridiculous. 

Let us trust that until such time as 
greater wisdom may be conferred upon 
our psychiatric advisers the state will 
prevail and will continue to use to the 
advantage of society the keenest weapon 
yet known for the control of crime—the 
awakening and cultivation of the emotion 
of fear. — F. H. Mackay 


PANCREATIC SECRETION 


content of the fluid are determined by 
secretin. 

The sequence of events which leads to the 
secretion of the pancreatic juice is given 
as follows: During alimentary rest, bile 
is being continually secreted and stored 
in the gall bladder. Shortly after eating, 
peristaltic waves pass down the intes- 
tine from the pylorus, relaxing the muscle 
surrounding the common bile duct at its 
entrance into the duodenum, and forcing 
bile into the duodenum. Mixture of 
stomach contents with the bile gives it an 
adequate reaction to ensure the absorp- 
tion of bile salts through the intestinal 
mucosa. In passing through the cells 
the bile salts adsorb the preformed secre- 
tin contained in them and pass into the 
portal blood. The secretin causes the 
pancreas to secrete, while the liberated 
bile salts pass to the liver and stimulate 
further secretion of bile. Secretin in the 
portal blood causes contraction of the 
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gall bladder. 


Pancreatic secretion con- 


tinues as long as bile is discharged into 
the duodenum; this in turn continues 
until peristalsis ceases—probably when 
the stomach has emptied itself of food. 
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The mechanism illustrates the interde- 
pendence of the activities of the pancreas 
and liver, and correlates the digestive 
functions of the former with the metabolic 
activities of the latter. W. H. Harn 


ON THE VALUE OF THE SANATORIUM TREATMENT IN 
TUBERCULOSIS* 


ITHIN recent years several investi- 
gations have been carried out with 
the view of determining the value to the 
tuberculosis patient of treatment in a 
sanatorium. The method adopted has 
been to trace the after histories of cases 
of tuberculosis treated in institutions and 
compare the mortality of such with simi- 
lar patients not so treated, and with the 
mortality of the general population as 
shown by a life table. An enquiry of 
this nature was carried out in 1910 on 
data derived from the Adirondack Sana- 
torlum. ~ Later, a similar enquiry was 
made from data obtained from the sana- 
toria at Midhurst, Frimley, and Bradford 
in England. The results obtained from 
these investigations as published in the 
reports of the Medical Research Council 
may possibly have been too optimistic. 
Quite recently a critical review on the 
influence of sanatorium and dispensary 
treatment in pulmonary tuberculosis has 
been published in the Annals of Eu- 
genicst and the facts as stated in it are 
noteworthy. 

While there has, for some time, been 
doubt in the minds of many persons as to 
the amount of real and permanent benefit 
to be obtained in this disease from sana- 
torlum treatment, it has always been 
affirmed that the educational value of 
such treatment was considerable, as the 
patients were taught the principles of 
a more correct mode of life which, of 
itself, had a good effect upon their subseé- 
quent progress; an education, also, which 


*Brit. Med. Jour., August 29, 1926, p. 397. 
{The influence of sanatorium and dispensary treat- 


ment and housing conditions on pulmonary tuberculosis. 


By P. Stocks, M.D., D.P.H., assisted by M. Noel Karn. 
Annals of Eugenics, vol. 1, parts III and IV, April, 1926, 
pp. 407-454. Cambridge: The University Press. 


might be expected to lessen greatly the 
spread of the infection. The review is 
based on an exhaustive study of the first 
2,794 consecutive cases of pulmonary 
tuberculosis brought under the survey 
of the Belfast Tuberculosis Dispensary 
from 1914 onwards. All the cases were 
examined, in the first instance, at the 
dispensaries, and those in which sana- 
torium treatment was thought to be de- 
sirable were recommended for treatment 
in the sanatorium. Patients who only 
received dispensary or domiciliary treat- 
ment are described as “otherwise 
treated.” Progress was estimated at 
the end of every three monthly period 
from the date of the first visit until the 
patient was dead, or lost sight of or, 
until six years had elapsed. To estab- 
lish a legitimate comparison, allowance 
was made for whatever factors entered 
into the selection of each case when 
recommended as either a sanatorium or 
dispensary patient. The authors state 
that as impartial workers they entered 
on the research in the belief that proof 
of the ultimate benefit of sanatorium 
treatment would emerge from it. That 
this expectation was, in a measure, dis- 
appointing will appear from the following 
conclusions: 

“The average ultimate progress was 
undoubtedly worse in the “sanatorium 
treated” than in the case of the “other- 
wise treated” for patients first seen in 
the incipient stage, but was not signifi- 
cantly different for patients first seen 
in the two advanced stages. 

“With every possible correction made 
for factors likely to influence progress, 
the sanatorium treatment as contrasted 
with the other forms of treatment, was 
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found to be associated to a significant 
degree with inferior progress. The cor- 
relation method also proved the absence 
of any relation between length of stay at 
the sanatorium and ultimate progress, 
but on the other hand indicated an ap- 
preciable relation between regularity of 
dispensary treatment and progress. 

‘There was no consistent evidence that 
bad housing conditions, as judged by 
rent, class of house, state of cleanliness 
of rooms, or overcrowding, had any influ- 
ence on the patient’s ultimate progress or 
rate of recovery.” 

The only explanation of this unex- 
pected state of affairs that suggests itself 
to the authors is that the depressing 
psychological effects of a long period of 
enforced idleness in the company of 
patients similarly affected may in the 
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bulk of cases counteract or even out- 
weigh the benefits arising from other fac- 
tors, and that the continued effort to 
“carry on” at home may help in itself 
towards a mastery of the disease. The 
authors complete their memoir by stating 
that if their conclusions are sound it 
would be well to consider (1) whether the 
great inconvenience to themselves and 
their families inflicted upon many cases of 
phthisis by sending them as a routine 
procedure for long periods to sanatoriums 
is justified by the results, and (2) whether 
the sanatorium treatment should not be 
reserved for those in whom-an unusual 
form of onset (for example, hemoptysis) 
has made a very early diagnosis possible, 
those who are so ill as to require hospital 
treatment, or those whose circumstances 
demand their removal from home. 


ENCEPHALO-MYELITIS FOLLOWING VACCINATION 


N the British Journal of Experimental 


Pathology for the present month ap- 
pear summaries of the clinical histories, 
necropsies, and descriptions of the patho- 
logical changes found in seven cases of 
encephalo-myelitis regarding which the 


writers assert that “there can be no 
doubt that vaccination was a definite 
causal factor.” 

The attention of the writers, Dr. Paul 
Fildes and Professor McIntosh, was first 
drawn to this rare condition in 1912 by 
the histological changes found in the 
central nervous system in the case of a 
lad of fifteen who died from encephalo- 
myelitis following a recent vaccination. 
Not till ten years later did the oppor- 
tunity occur to test, in a comparable 
case, the possibility of vaccination being 
the actual cause. In December, 1922, a 
girl, nine years old, came to necropsy, 
with the diagnosis of tuberculous menin- 
gitis, and the presence on the arm of 
two recent vaccination scabs. Histo- 
logically, the brain and cord showed the 
same peculiarities as the case noted ten 
years previously. Several other cases 
were shortly afterwards recognized, one 


in a man of twenty-one, the rest in girls 


of seven, twelve, fifteen and twenty-two 
respectively. The close similarity in the 
type and incidence of the attack and its 
sequelee in all cases was notable. They 
all followed a recent vaccination; all de- 
veloped the same meningitic symptoms 
and all had the same general distribu- 
tion of histological changes in the brain. 

Elaborate efforts have been made to 
obtain positive proof of the connection 
between the vaccination and the enceph- 
alo-myelitis, or failing this, to exclude 
any other possible etiology. Close ex- 
amination of the vaccinated areas and 
the regional glands yielded but little 
information, since the histological 
changes appeared to be essentially simi- 
lar to those in a control case, a recently 
vaccinated boy killed in an accident. 
Though the path of infection could not 
be traced, the authors consider that they 
have ample justification for their con- 
clusion in view of the close resemblance 
between the clinical histories, the uni- 
formity of the pathological findings, and 
the absence of similar cases independent 
of vaccination. Death in six cases oc- 
curred between the fourteenth and eigh- 
teenth day after vaccination. Similar 
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cases independent of vaccination were 
not observed at the same or at any other 
iime. In Holland eight cases occurred 
in 1925 during months when encephalitis 
was epidemic, and the suggestion was 
made that the vaccination may have 
provoked a latent encephalitis infection. 
Professor Turnbull and Professor McIn- 
tosh consider this unlikely. The fact 
that the virus of vaccinia is closely allied 
to if not identical with the virus of variola 
led them to search the literature for evi- 
dence of similar conditions complicating 
smallpox, and they have found a con- 
siderable number of cases of an appar- 
ently specific encephalo-myelitis clinic- 
ally associated with that disease. 

The importance of these investigations 
needs no emphasis. The Lancet (Sep- 
temper 4, 1926) in an editorial draws 
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attention to them. It remains for prac- 
titioners to be on the alert to report 
anything whatever which may seem to 
bear upon this important problem in 
epidemiology. 

Particular care must be given to the 
strain of the vaccinia in calves from which 
vaccine is taken. Any symptom pointing 
to the development of meningeal symp- 
toms in the calf should call for the im- 
mediate destruction of all vaccine ob- 
tained from such a source. The dosage 
of vaccine used for each vaccination may 
also demand regulation. In addition it 
must be remembered by any one hesitat- 
ing to employ vaccination that should an 
epidemic of smallpox take place the pos- 
sibility of meningitic developments is 
more likely in true smallpox than in 
vaccinia. 


ON DIET AND NUTRITION 


ROFESSOR EDWARD MELLAN- 
BY, of Sheffield University, in a 
recent British Medical Association lec- 
ture, has again drawn attention to the 
important influence that diet has on gen- 
eral nutrition, and especially on that of 
the growing child. Modern experimen- 
tal work, he said, in animals has brought 
to light the fact that a defective dietary 
induces definite pathological defects of 
structure and function in the body which 
may in later age produce very definite 
disability. A diet deficient in the fat 
soluble vitamines and containing rela- 
tively too much cereal has a destructive 
action on developing bones and teeth. 
Especially is this the case in countries 
with little sunshine and a minimum of 
ultra-violet radiation. Professor Mellan- 
by stated that his investigations showed 
that notwithstanding the ordinarily ac- 
cepted teaching a large proportion of 
the deciduous teeth of the children in 
England when examined microscopically 
were found to be defective in structure 
and to be particularly susceptible to 
caries, a condition which he regarded as 
certainly due to a diet deficient in the 
amount of the fat soluble vitamines which 


are found in milk, eggs, butter, and es- 
pecially in cod liver oil, and containing 
an excess of cereal and particularly of 
oatmeal. Especially is this the case in 
children living in dark alleys and thus 
deprived of much sunlight. Mellanby 
insisted that the widespread develop- 
ment of caries in children’s teeth is 
primarily a problem of defective feeding, 
and asserted that the same dietetic fac- 
tors which interfere with the nutrition 
and development of the teeth in the 
growing infant will, if persisted in after 
the teeth are erupted, favour the develop- 
ment of caries. 

It is now also a generally accepted 
proposition that the feeding and nutri- 
tion of a mother during pregnancy has 
an important influence on the nutrition 
of the offspring. The ability possessed 
by the maternal organism of sacrificing 
her tissues for the supply of the funda- 
mental nutriment of the developing foetus 
is very great. There is, however, definite 
evidence that the mal-nourished to a 
much greater extent than a starved ma- 
ternal organism will transmit undesirable 
weaknesses to her offspring, leading to 
the development in them of rachitic and 
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other pathological defects. Experimen- 
tally, it has been shown that the rachitic 
changes in the bones of infants are very 
certainly produced if the mother, during 
pregnancy, is fed on a diet deficient in 
food containing the antirachitic vita- 
mines. It would appear, also, that the 
children of mothers whose diet has been 
defective in anti-rachitic vitamines have 
not only a greater tendency to develop 
rickets, but this tendency in the young is 
not removed by a period of good diet, 
but may become evident again at a later 
period with any defective feeding. Not 
only does this influence extend to the 
nutrition of the teeth and bones, but 
Mellanby insisted on the possibility that 
the so-called catarrhal child is also a 
product of defective feeding of the mother 
during pregnancy and lactation. There 
was no evidence, he said, that enlarged 
tonsils of the type seen so commonly in 
children are produced by dietetic defect, 
but this may be because dogs do not 
develop the condition at all. At one 


period in the course of his investigations 


on dogs, the work was greatly hampered 
by the development of an inflammatory 
condition of the lungs. Numerous cases 


Editorial 


LIVER EXTRACT IN THE TREATMENT 
OF MALIGNANT DISEASE 


We observe from a letter which appears in 
Nature, August 21, 1926, that Dr. Howitt of 
the University of Western Ontario, has made in 
that magazine a preliminary communication re- 
garding the value of liver extracts in the treat- 
ment of malignant disease. He writes as fol- 
lows: the liver is proportionately very large 
during early fetal life when rapid growth is 
the most prominent factor in the life of the 
organism. Since at this stage of existence the 
formation of bile has not yet commenced, the 
relatively large size of the organ may be at- 
tributed to the probability that it exercises some 
influence upon the growth of the body. This 
effect will be brought about presumably through 
the medium of an internal secretion. As malig- 
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of broncho-pneumonia developed in dogs 
whose diet was deficient in the fat soluble 
vitamine, but no cases developed in ani- 
mals whose diet contained either butter 
or cod liver oil. Our investigations would 
render certain that there is an intimate 
relation between the fat soluble vitamine 
in the diet and the amount of calcium in 
the bones and teeth, and it would appear 
that this vitaminealso confersan increased 
power of resistance to the pulmonary 
tissues even under conditions in which 
the bones and muscle structures suffer. 
He summed up the results of experiments 
carried on for long periods as follows: 
Defects of diet in women during preg- 
nancy and lactation are responsible for 
much of the illness and mortality of young 
infants. The diet of the growing infant 
demands a sufficiency of those foods 
which contain the fat soluble vitamines 
and calls for only a minimum of cereals; 
and of cereals oatmeal, according to 
Mellanby appears to have an unfortunate 
influence on nutrition of bones in the 
developing infants. The exposure of the 
body of an infant to an abundance of 


sunlight greatly favours nutrition. 


Comments 


nant disease in its various forms is primarily a 
manifestation of abnormal cellular growth I 
attempted to determine the presence of such an 
active principle and to isolate it in a form suit- 
able for therapeutic use. The work was in- 
itiated in the laboratories of the Hamilton Gen- 
eral Hospital. Extracts of fetal pigs’ livers 
were used during the earlier stages of the work. 
Later on both fetal and adult pig livers were 
employed. The preparations we obtained were 
first administered to mice in which Marsh tu- 
mour tissue had been transplanted; an equal 
number of animals were used as controls. It 
was noted that as compared with the controls 
the extension of the transplanted tissue was 
arrested in the mice under treatment, and with 
repeated injections distant from the site of the 
tumour a total necrosis of the transplants oc- 
eurred. The degeneration of the tumour tissue 
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did not take place in the centre of the mass 
as might do so under ordinary conditions but 
commenced at the periphery of the growth. 


The work was afterwards transferred to the 
MeGregor Mowbray Clinic of Hamilton which 
has borne the entire expense of the earlier chem- 
ical investigation. The preparations originally 
employed contained relatively small quantities 
of the active principle. Recently the co-opera- 
tion of Professors A. Bruce Macallum and A. 
A. James of the Department of Biochemistry of 
the University of Western Ontario has been 
enlisted, and they have developed a preparation 
from beef livers which contains the active prin- 
ciple in a highly concentrated form and ean be 
rapidly and economically prepared. These prep- 
arations effect no change in blood pressure. The 
clinical results to date in patients who have re- 
ceived the treatment may be summarized as 
follows. In one treatment there was complete 
disappearance of the tumour mass. In others 
still under treatment a reduction has been noted. 
In every case the progress of the disease has 
been arrested and the life of the patient pro- 
longed beyond that of the prognosis given be- 
fore treatment commenced. No radical claims 
are advanced for this treatment but the results 
obtained clinically warrant a more extensive in- 
vestigation which is now being carried out at 
the University of Western Ontario and at the 
MeGregor Mowbray Clinic in Hamilton. The 
letter of Dr. Howitt is dated July 8th. 


PUBLIC EDUCATION IN HEALTH 


Speaking in support of a motion offered at 
the last meeting of the British Medical Associa- 


tion, to the effect that the Council be instructed 
to consider and report on how branches and di- 
visions of the Association as voluntary bodies, 
could make their contribution towards public 
education in health, E. R. Fothergill said that 
the work of the Association in breaking down 
individualism and exclusiveness and safeguard- 
ing the proper interests and the honour and 
rights of the profession had won for it the 
respect and confidence of governments and the 
people they governed. This achievement opened 
the door towards its second ideal—viz., preven- 
tive medicine. Much had been done centrally, 
and it was now important to see if more could 
not be done locally. The motion was passed. 


We have through an oversight, omitted to 
refer to the recently organized Bulletin of 
Hygiene, published monthly by the Bureau of 
Hygiene and Tropical Diseases, London, a pub- 
lication designed to cover all branches of public 
health and preventive medicine. This plan is 
sufficiently wide to cover a very large field, but 
on looking over the Bulletin it is seen that the 
method of abstracting and summarizing the vari- 
ous results, allows of much condensation. The 
condensation, however, does not take place at the 
expense of clearness, and the quality of the 
abstracts is admirable. It is unusual, but no 
less welcome to find that illustrations are in- 
cluded. 

Such a Bulletin well conducted will be valu- 
able to a large circle of readers. We wish it 
every success and look for a growth and expan- 
sion of its scope such as we understand its 
Editors are proposing to attempt. 


Correspondence 


Our London Letter 


(From our correspondent) 


The Smoke Nuisance. The pea-soup type of 
fog ‘‘enjoyed’’ by London, particularly in 
November, is such a feature of the city that it 
seems hardly possible to believe that it will one 
day disappear. However, the campaign for 
smoke abatement all over Great Britain is having 
some effect on the capital for the London County 
Council has recently agreed to make an annual 


contribution of £100 for three years towards the 
cost of certain investigations by a committee of 
the Department of Scientific and Industrial Re- 
search into atmospheric pollution and the cause 
of fogs. The City of London has also given £50 
as an annual contribution for the same object 
and certain other big cities are following this 
example. The effect of smoke and fog on health 
is difficult to estimate although it is certain that 
both directly and indirectly it is immense. The 
effect upon certain buildings is, however, begin- 
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ning to be obvious and Sir Frank Baines has 
recently stated that H. M. Office of Works 
would save £120,000 annually if the air in ihe 
towns were as clean as it is in the country. 
Owing to the acids contained in certain forms 
of smoke, destruction of the stone of which many 
buildings in London are made is going on at an 
alarming rate. The Houses of Parliament are 
stated to show this ‘‘crumbling’’ and those who 
are interested in the campaign for smoke abate- 
ment hope that this may result in some official 
support for their efforts. It has been estimated 
that a certain big town in the north of England 
would save £250,000 annually in laundry bills 
if smoke were eliminated. It has been said, 
however, that it will require the death of at 
least three cabinet ministers before any action 
is taken by parliament. 


The Health of London in 1925. The medical 
officer of health for the County of London has 
recently presented his report for the year 1925. 
He pays attention to the wonderful improvement 
in the environment of the Londoner in the last 
fifty years. Towards the end of last century, in 
the days of the ‘‘ragged’’ schools, ‘‘bare feet 
were the rule and frost-bite, ophthalmia, run- 
ning ears, enlarged glands resulting from skin 
infestation, malnutrition and deformities were 
only too common.’’ To-day the scholars troop- 


ing out of school present an entirely different 
picture and ‘‘the main cause of improved sick- 
ness and mortality statistics among the child 
population in the London of to-day is to be 
found in the heightened sense of responsibility 
aroused in a generation of parents who have 


themselves passed through the schools.’’ Some 
of the principal statistical results for the year 
1925 are as follows. The birth-rate was 17.9, the 
death-rate 11.9 and the infantile mortality rate 
68. The death-rate from phthisis was 0.95, from 
pneumonia 1.04, from bronchitis 0.9 and from 
cancer 1.44. These figures compare very favour- 
ably with those of twenty to thirty years ago 
when the mean death-rate was round about 20.5 
and the infantile mortality rate averaged about 
150. 


Curious Epidemic in Poplar. <A curious out- 
break of what appeared at first sight to have 
been some form of food-poisoning recently oc- 
curred in Poplar, an east-end suburb of London. 
Altogether 108 persons were affected in sixty 
different houses and three children died. In 
two of these cases death was said to have been 
due to an enteritis, and in the third sun-stroke 
had apparently caused death before enteritis 
had had time to develop. In these three fatal 
cases ice cream had been eaten a short time be- 
fore, and this was at first thought to be the 
source of the trouble, particularly as of the 108 
cases over 50 per cent had also eaten this food. 
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Samples of ice cream, eggs and ice cream powder 
were subjected to analysis and careful bacterio- 
logical examinations by the Ministry of Health’s 
officials, but these samples proved harmless. The 
local manufacture of ice cream was closely in- 
spected by Ministry authorities, but there was 
nothing found to which exception could be 
taken. The water supply was also the subject 
of an analysis, but neither the water from the 
houses where the victims had lived or examin- 
ation of the drains in the neighbourhood re- 
vealed anything amiss. None of the usual food- 
poisoning organisms have been found after a 
eareful bacteriological search, and it is there- 
fore stated that this is not an outbreak of food- 
poisoning. The cause of the epidemic enteritis 
remains obscure up to the time of writing. 
ALAN MONCRIEFF 


——_ 


THE TWELFTH INTERNATIONAL CON- 
GRESS OF PHYSIOLOGISTS 


(From our own correspondent) 


The twelfth International Congress of Physi- 
ologists was held at Stockholm on August 3rd. 
The gathering was truly international as there 
were present six hundred members from every 
country in Europe, from Canada and the United 
States, from Japan and China. 

No less than two hundred and seventy-two 
communications were submitted and forty 
demonstrations made. 

One of the most interesting addresses was that 
of Professor Sir F. Gowland Hopkins, F.R.S., 
on the biochemical mechanism of tissue oxida- 
tion. Although the fact itself is so very familiar 
that oxygen in the living tissues unites with 
hydrogen and carbon, sulphur and phosphorus 
to produce water, carbon dioxide, sulphuric and 
phosphoric acids, yet hardly anything definite, 
until quite lately, was known about the actual 
details of these processes. 

The problem may be stated thus: whereas in 
non-vital oxidations in vitro, oxygen will unite 
with carbon and hydrogen only at a high tem- 
perature and with the assistance of a flame or 
spark, the oxygen in the body unites with those 
atoms at blood-temperature and without the 
‘‘nowerful’’ chemicals of the laboratory. 

One view — Warburg’s —is that the tissue- 
oxygen is ‘‘activated’’ probably by traces of 
iron, but this is not the only view theoretically 
possible; the oxidizable materials themselves, the 
hydrogen, carbon, ete., might be ‘‘activated”’ 
to receive the oxygen. The body from which 
the oxygen departs is ‘‘reduced’’, the body to 
which the oxygen goes is ‘‘oxidized’’. These 
two processes are simultaneous and complemen- 
tary. 

The newest view of tissue oxidation is to con- 
ceive of an activated hydrogen atom being re- 
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moved from the tissue and carried to the oxygen 
which is, therefore, called a ‘‘hydrogen accep- 
tor’’; for in chemical language the loss of 
hydrogen is as much ‘‘oxidation’’ as is the ad- 
dition of oxygen. 

Sir Gowland Hopkins discussed the aspect of 
the problem on which he himself has thrown so 
much light—the mechanism of the transport of 
this hydrogen from the tissue to the oxygen. 
He is inclined to think that this hydrogen 
transporter is in animals an organic sulphide, a 
dipeptide of glutamic acid and cystein which he 
had previously named ‘‘glutathione.’’ 

A paper important both from the physio- 
logical and the medical point of view was one 
by Professor Collip of Edmonton on the para- 
thyroid hormone. Collip believes that tetania 
parathyreopriva is due to hypocaleemia, and 
that the injection of extract of parathyroid 
gland increases the circulation of calcium in the 
blood so arresting the tetany. Collip recom- 
mends, as treatment for tetany, injections of 
parathyroid extract followed by the exhibition 
of calcium lactate. 

Pézard of Paris reported on some striking 
work on sex-reversal in the fowl. He grafts a 
comb into the back of a hen from which he 
removes the ovary. He then implants a certain 


amount of testicular substance into this bird; if 
it is a female, the comb atrophies completely ; 


in case the bird is a male the comb grows. 
Pézard showed that the testicular substance pro- 
duced either no effect at all or a complete sex- 


Infant Feeding.—Clifford G. Grulee, Chicago, 
reviews briefly the activities of the Infant Wel- 
fare Society of Chicago which, in connection 
with the stations of the Chicago Board of 
Health, covers the poorer districts of the city 
quite completely. The work of the two is about 
equally divided, and since the Infant Welfare 
Society was in the field first, the poorest dis- 
tricts are covered by its stations. There are 
twenty-five stations, and they take care of popu- 
lations of all nationalities and colours. Of 2,293 
children under one year of age under the care 
of the society, 26.55 per cent were exclusively 
breast fed, and 71.5 per cent were exclusively or 
partially breast fed. Of 1,531 children under 
six months of age, over half were exclusively, 
and seven-eighths were exclusively or partially 
breast fed. Only twelve babies had to be weaned 
for causes other than failure of milk supply 
before the nine months period. Cereals and 
vegetables were extensively used, both as adju- 
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reversal: there is no partial reversal; it is once 
more a case of the ‘‘all or nothing.’’ 

An interesting communication on diabetes was 
given by Mansfield. This investigator prevented 
about one-third of the pancreas from secreting 
its juice, with the result that the islands hyper- 
trophy and compel animals to become hypogly- 
cemic. This forms an ingenious demonstration 
that the islands produce a hormone, which pro- 
motes the utilization and disappearance of 
sugar. 

Other communications dealt with the regen- 
eration of the central nervous system in fish, 
in the larve of amphibia, and in embryonic 
rats, with the measurement of heat produced by 
the stimulation of a nerve; with the recording 
of the electrical response of a nerve stimulated 
through its own proper end-organ, with the 
spleen as a reservoir of blood-corpuscles, and 
with the réle of the cerebellum. 

Professor Howell of Baltimore described the 
results of experiments of his own which tended 
to show that hemophilia was due to the platelets 
not breaking up on coming into contact with 
foreign bodies. He showed that there is no 
diminution of prothrombin in hemophilie as 
compared with normal blood. 

The Congress was very hospitably entertained 
by the city of Stockholm, by the Universities of 
Sweden and by the Caroline Institute. 

An invitation to meet in the United States of 
America was accepted for 1929. 

D. FRASER HARRIS 


vants to breast milk, and as part of the food 
given to those wholly artificially fed. Except 
for the substitution of some other sugar for 
sucrose, special formulas were used in only 
twenty-three cases, and acid milks were em- 
ployed in only twelve of these. In spite of a 
severe respiratory epidemic, only nine babies 
were in hospitals at the time of this survey. The 
experiences of the Society show that seven out 
of eight babies under six months of age can be 
fed in whole or in part on the breast. Cereals 
and vegetables can be used to advantage in feed- 
ing infants in the second six months of life. 
Acid milks are necessary in only one in 300 cases 
of infant feeding. It may be necessary to sub- 
stitute for cane sugar some other form of sugar 
in less than 10 per cent of artificially fed babies. 
There is probably no advantage whether in the 
use of proprietary infant foods, and practically 
no indication for their use—Jour. Am. Med, 
Ass., July 17, 1926. 
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Men and Books 


THE STORY OF DIPHTHERIA* 
By H. B. Cusnine, M.D. 
Montreal 


In accordance with the precedent established 
by the former Chairmen of this Society, to con- 
sider the history of some subject connected with 
the study of disease in childhood, the review of 
the prolonged struggle of medical science against 
diphtheria was chosen. Diphtheria suggested it- 
self as being a type of the acute infectious dis- 
eases, one which in the past has been the most 
dreaded of all the diseases of children, and which 
promises to be robbed of its terrors and gradually 
disappear through the steady progress of our 
knowledge. 

Diphtheria is one of the most ancient of recog- 
nized epidemic diseases, being apparently known 
to Hippocrates 300 years before Christ and first 
definitely described by Aretaeus about 100 A.D. 
Aretaeus was a contemporary of Galen and has 
left us a very clear picture of an epidemic of 
diphtheria. He described it as more common in 
children and characterized by a moist substance 
forming over the tonsils with a putrid odour, 
leading to a husky voice and suffocation. With 
the well-known tendency to blame diseases on 
other countries, he thought it came from Syria 
and Egypt and called it Syriac ulcer or angina. 
After his time we have scattered accounts of the 
lisease from many countries and under many 
names, such as angina maligna, garrotilla, cyn- 
anche, morbus suffocans, etc. Diphtheria was 
recognized early in America, and described by W. 
Douglas (1736) as a new epidemic in Kingston 
near Boston and called angina ulcusculosa. 
Bard (1771) professor of practice of physic in 
King’s College (now Columbia University) New 
York, gives a classical description of the disease 
as angina suffocativa. George Washington was 
supposed to have suffered from it at Mount 
Vernon. 

In France, Napoleon Louis Charles, eldest son 
of Louis Bonaparte and Hortense Beauharnais, 
died of croup at the age of four years in 1807. 
He was Napoleon Bonaparte’s godson and 

* President’s address at the fourth annual meeting 


of the Canadian Society for the Study of Diseases of 
Children, held at Gananoque, June 11, 1926. 


nephew, and the great general with his character- 
istic energy immediately offered a prize of 12,000 
francs for the best essay on croup. This proved 
as sterile of real results as such prizes have 
always been; seventy-nine essays were sent in, 
none showing originality, and the prize was 
divided between Louis Jurine of Geneva and J. A. 
Albers of Bremen. Probably all the contestants 
published their essays, for in the first quarter of 
the nineteenth century over 100 treatises on the 
subject were published, but one searches in vain 
for any new ideas or even new facts of clinical 
observation well recorded. 


Thus far we have illustrated the first period in 
the history of any disease, that of ill-recorded 
and inexact observation, not guided by any exact 
pathology or real knowledge of the process of the 
disease. The modern conception of diphtheria 
really dates from the classical monograph of 
Professor Bretonneau, published in 1826, just a 
century ago. His great work consists of a 
series of memoirs, giving for the first time an 
accurate description of diphtheria as a contagious 
disease, with its detailed pathology, diverse symp- 
toms and course, its identity with croup, and 
giving it a name diphtheritis, from diphthera a 
membrane. He describes in detail epidemics in 
the vicinity of Tours, with many detailed case- 
reports and autopsies. 

Pierre Bretonneau was one of the great masters 
of medical history. He was the first to differenti- 
ate both diphtheria and typhoid fever. He was 
for many years professor of medicine and chief 
of the hospital in Tours, France. He was an 
ardent and indefatigable worker, used to make 
ward rounds in his hospital every morning at six 
o’clock, and personally performed autopsies on 
every available case. He was a great teacher in 
the clinical style rather than a lecturer or writer. 
He was fortunate in having two great pupils and 
internes, Velpeau and Trousseau, both afterwards 
famous figures in the medical school of Paris. He 
was not very popular with the local practitioners 
of Tours, who denied his teachings of diphtheria 
and the existence of any epidemic. It is recorded 
that when he failed to obtain their permission to 
demonstrate the disease by autopsy on some of 
their cases, he went out at night, accompanied 
by the faithful Velpeau, and dug up two or three 
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of the corpses and performed hurried autopsies 
to prove they died of the disease he had described. 
Being discovered on these nocturnal expeditions, 
he was shot at and narrowly escaped with his 
life. This sort of thing did not make him any 
more popular, and for decades the local medical 
society refused to recognize his work or use his 
names for diphtheria and typhoid, though all the 
rest of the medical world had adopted them. 

Probably the most interesting of the case 
reports in his great memoirs, is the famous case of 
Elizabeth de Puysegur. This was a little girl of 
four years, whom he describes as the remaining 
daughter of his dearest friend, the Comte de 
Puysegur. The count had already lost three chil- 
dren by diphtheria, and when the remaining child 
threatened to suffocate like the others with laryn- 
geal involvement, Bretonneau saved her life by 
the first recorded successful tracheotomy in 
diphtheria. As one reads the detailed case 
report one wonders how she happened to recover, 
for Bretonneau started treatment with an emetic, 
then cauterized the throat with concentrated 
hydrochloric acid, then ordered two grains of 
calomel every two hours with occasional doses of 
jalap and castor oil. He afterwards increased 
the calomel to every hour. He performed the 
operation on the sixth day, having postponed it 
until the last possible moment, and used a tube 
of his own devising. He blew more calomel down 
the tube at frequent intervals, but found this 
caked and blocked it. She expelled casts of the 
trachea and bronchi through the wound but 
eventually recovered and later married and be- 
came rather a famous personage, the Comtesse de 
Billy. 

Although Bretonneau’s work was far in advance 
of anything previous, there are naturally many 
errors and omissions in it. He confused ulcer- 
ative stomatitis with diphtheria and did not 
recognize the effect on the heart or post-diph- 
theritic paralysis, etc., yet for the first time he 
established the disease as a recognizable entity. 

After Bretonneau comes a long period of con- 
fusion: the first stage of recognition and defini- 
tion of the disease was reached, but so long as 
there was no exact knowledge of the cause or 
accurate means of diagnosis there was constant 
controversy. Thus we find Bretonneau’s great 
pupil, Trousseau, trying to distinguish diph- 
theria and croup as separate diseases, although 
he added items to our knowledge, especially 
about the effects of diphtheria on the nervous 
system and the heart. He changed the name 


1261 


diphtheritis to diphtheria. Even the great Vir- 
chow, the father of pathology, published an able 
article in 1847 to prove that diphtheria and croup 
were two different processes, chiefly because the 
membranes in the trachea and bronchi were 
always loose and caused no necrosis of the under- 
lying mucosa. 

Not only was there confusion as to what 
was included under the specific disease, but also 
as to the manner of its spread and whether it was 
infectious or not. Thus we find many trying to 
reproduce false membranes by artificial means 
such as irritant substances. Bretonneau him- 
self, although convinced it was contagious, con- 
fesses that his attempts to induce the disease in 
animals were negative. Trousseau and Michel 
Peter who succeeded him both tried to inoculate 
themselves on the arms and on the tonsils with 
pieces of false membrane, but unsuccessfully, 
presumably being immune like most adults. 

The third period comprises the discovery of 
the organism causing diphtheria and the study 
of its peculiarities and effects on animals and man, 
at last affording us an accurate scientific know- 
ledge of the disease and a test for diagnosis.. It 
is interesting that all these further advances 
were made not by practising physicians but by 
scientists devoting their whole time to research. 
They were chiefly inspired by and worked in the 
institutes founded by Koch in Germany, and 
Louis Pasteur in France. The actual discovery 
of the diphtheria bacillus was made by Professor 
Edwin Klebs in 1875. He was one of the earlier 
assistants of Virchow and credited with many 
bacteriological advances. He demonstrated the 
organisms in sections of the false membranes, 
but did not grow them or produce the disease by 
their means. Many other organisms had been 
described previously as the cause of the disease, 
cocci, fungi, organisms in the blood, etc., so 
Klebs’ announcement did not attract much atten- 
tion at the time. Friedrich Loeffer (1852 to 
1915), an assistant of Professor Koch, issued in 
1884 his exhaustive and epoch-making work on 
the diphtheria bacillus. It is one of the classics 
of bacteriological science and a triumph for the 
doctrines and technique laid down by Robert 


Koch. He grew the organisms on his own 
medium, stained them by his own preparation of 
methylene blue, inoculated them in animals, 
and showed how cultures might be used for the 
identification of the disease. Loeffer’s work was 
almost immediately confirmed and the differen- 
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tiation of the disease and the manner of its 
transmission established. 

The next great advance in the treatment of 
diphtheria was the introduction of intubation in 
1888. This life-saving operation we owe entirely 
to the genius and painstaking industry of Dr. 
Joseph O’Dwyer of New York City. Dr. 
O’Dwyer was born in Cleveland, Ohio, in 1841, 
spent his boyhood and was educated in Ontario 
near London, and afterwards went to New York 
for his medical education. After graduation he 
served in the government quarantine service on 
Blackwell’s Island for several years. While there 
he contracted typhus fever from the immigrants 
and ever after had a vivid recollection and often 
spoke of the very unpleasant abrupt onset of the 
disease with the intense headache and pains. 
It was perhaps characteristic of the man that he 
had no expectation of surviving (in fact most of 
the patients died) but calmly arranged for the 
care of his duties, made his will, and had himself 
prepared for death as a devout Catholic. For- 
tunately he survived and in 1872 started prac- 
tice in New York and was appointed to the staff 
of the New York Foundling Hospital where he 
worked for twenty-five years. He almost im- 


mediately became interested in diphtheria which 
was rampant in the institution, and especially in 


the laryngeal cases. He was particularly dis- 
couraged with the results of tracheotomy, in 
fact he says that in the first ten years of his 
service no tracheotomy case survived, and half the 
staff would not permit it to be performed on their 
patients, rather letting them die in peace so far 
as that was possible with such a dreadful disease. 
He soon conceived the idea, as had a number of 
others, of passing a tube through the throat into 
the windpipe to enable the child to breathe, and 
he worked industriously for twelve years at the 
problem of making a suitable tube. Needless to 
say he had many discouragements and it was 
eight years before he succeeded in saving a case. 
There was bitter opposition in his own hospital 
where he was accused of experimenting on the 
babies. Many of the mothers removed their 
infants for them to die at home rather than let 
Dr. O’Dwyer put tubes in their throats and 
hasten their end. The New York Foundling 
Hospital still exhibits his early tubes and many 
casts of larynges, etc., made in his painstaking 
endeavours. His first idea was a bivalve specu- 
lum to open when in position, then a small 
straight tube, then he gradually introduced the 
swellings which enabled the tube to be retained. 
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These, at first being improperly shaped, caused 
pressure sores, but his infinite patience and 
industry overcame all difficulties and in 1888 he 
presented the profession with the intubation 
apparatus practically as used at the present day. 
As usual with any innovation it was slow of 
acceptance. Most of those trying intubation 
being clumsy and inexpert failed, so that even in 
the last few years text-books issued by authori- 
ties in Great Britain say tracheotomy is more 
satisfactory. However, he lived to see intuba- 
tion generally adopted in America and to see 
the introduction of the antitoxin treatment, 
which he eagerly took up, though many of his 
contemporaries were discouraged by the com- 
plications induced by it. He died in 1898 at the 
age of fifty-seven, worn out by overwork and 
saddened by the death of his wife. His great 
discovery has resulted in the saving of thousands 
of children and is only recently being gradually 
replaced by other more modern methods. 

The next stage, the discovery of a specific 
treatment for the disease, was inaugurated by 
two Frenchmen, Emile Roux and Alexandre 
Yersin, working at the Pasteur Institute. They 
laboured for a number of years at the subject 
and published the results of their work in three 
Memoirs between 1888 and 1890. They suc- 
ceeded in isolating the toxin of diphtheria by 
filtering cultures of the organisms and studied 
the effects of the toxin on animals, showing how 
the symptoms and after-effects of the disease 
were produced. This paved the way for the dis- 
covery of diphtheria antitoxin which we owe to 
a German professor, Emil von Behring. He 
was born in 1854, and became a Prussian army 
surgeon and later a pupil of the great Koch. 
After 1888 he worked in Koch’s Institute in 
Berlin, and it was while working there with 
Kitasato on the toxins of diphtheria and tetanus, 
that he demonstrated that the blood of animals 
immunized by successive doses of attenuated 
toxins could be used as a preventive and thera- 
peutic inoculation against the disease in other 
animals. This was published in 1890, but not 
until 1894 was the antitoxin prepared on a large 
scale for use in man. 

The world-wide enthusiasm aroused by this 
discovery is familiar to all. It was thought that 
a specific had been found for the cure of all infec- 
tious diseases, all that was necessary was to 
discover the various organisms, immunize ani- 
mals and use their blood serum. Unfortunately, 
all know how this expectation has failed and the 
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peculiar combination of circumstances that make 
diphtheria antitoxin so efficacious. Its use was 
quickly adopted all over the world but at first 


caused disappointment and bitter opposition.. 


The original dose of 1,000 units, supposed to be 
sufficient for any case, we now know to be 
totally inadequate for a severe infection. Also, 
the unconcentrated blood serum at first used was 
bulky and difficult to administer. Sudden deaths 
from serum shock and the almost constant occur- 
rence of the mysterious new serum sickness 
alarmed physicians. It was claimed that the 
new serum had a serious effect on the heart and 
that all complications were more common after 
its use (the latter was really true in a certain 
sense because more patients lived to have com- 
plications). Even to the present day it is com- 
mon to blame all sorts of troubles on the use 
of serum, and many of the modern cults bitterly 
oppose it. However, the newer methods of con- 
centration and refinement have removed most of 
the objections and earlier and larger doses have 
steadily increased its efficacy so that now the 
experienced physician no longer fears the dis- 
ease, if only he sees the case in time before 
irreparable injury has been done. 

So we come to the final period of prevention. 
Isolation and quarantine proved a failure in 
controlling the disease but modern methods of 
immunization promise to be more effective. It 
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was soon found that while the use of antitoxin 
reduced the mortality of diphtheria to one-third 
or a quarter of its previous extent, the morbidity 
remained the same, 7.e., there were as many cases 
of diphtheria as ever, though fewer of them died. 
This turned attention to the various. means of 
producing immunity. The induction of passive 
immunity by the use of small doses of antitoxin 
was introduced soon after the great discovery of 
the serum. Although this procedure undoubtedly 
saves many contacts, the immunity so induced is 
too brief to be of any great assistance in stamping 
out the disease. The introduction of the skin 
test for immunity by Bela Schick of Vienna made 
possible immunization on a large scale. The 
possibility of inducing a lasting active immunity 
by the use of a toxin-antitoxin mixture, first sug- 
gested by Theobald Smith in 1907, was applied 
clinically by von Behring in 1913, and widely 
adopted in America through the activity and 
energy of Park and Zingher of New York. Later 
the use of toxoid or anatoxin, 7.¢., toxin treated 
with formol came into use through the researches 
of Ramon of Paris and Glenny and Hopkins in 
England. 

To sum up the whole question, our knowledge 
of diphtheria has been of gradual growth, marked 
by many masterpieces of work by many men in 
many countries, the outstanding publications 
being those of Bretonneau, of Loffler, Roux, 
Joseph O’Dwyer, and of Emil von Behring. As 
a result of the work of all these men and of a 
host of others this terrible epidemic disease has 
been largely controlled, how completely may be 
seen by the accompanying chart of the diphtheria 
death-rate of the city of New York. Perhaps 
the estimate that 7,000 lives a year are saved in 
this one city from the improved death rate gives 
a better idea of what has been accomplished. 

Diphtheria has no longer any license for exist- 
ing in any civilized community and undoubtedly 
will soon cease to be an important cause of death. 
Scarlet fever and other diseases promise to follow 
in its wake and there is a good prospect that many 
of us will live to see isolation hospitals for 
contagious{diseases closed for good and that 
branch of medical service a thing of the past. 


THE MADNESS OF AJAX CLINICALLY 
CONSIDERED 


Dr. G. A. Auden read a paper on the madness 
of Ajax as conceived by Sophocles. He said 
that the description of rapidly varying emo- 
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tional states, with a maniacal outburst followed 
by depression culminating in suicide, furnished 
a clinical picture which must have been the 
result of experience. He compared it with the 
description of confusional insanity in a modern 
text-book. For accuracy in clinical detail Dr. 
Auden considered the Greek tragedian superior 
to Shakespeare, and claimed him as the first of 
the long line of physician-poets, extending down 
to our own day, as exemplified in the present 
laureate. 

Dr. T. B. Hyslop thought that the case of 
Ajax in a modern court of law would come under 
the M’Naghten rules, though whether the legal 
mind would properly assess it was doubtful. 
Sophocles was always interesting for his inti- 
mate knowledge of clinical psychology. Pro- 
fessor G. M. Robertson said that the description 
of the symptoms of confusional insanity was 
about as perfect as it could be. If any student 
gave such a description as that given by 
Sophocles he would get full marks. (Trans. 
Royal Med. Psychological Ass., Brit. Med. Jour., 
July 17, 1926.) 


MEDIAVAL MEDICINE 


An excellent epitome has been made from the 
four volumes already published of Mr. R. T. 
Gunther’s larger work, ‘‘Early Science in Ox- 
ford,’’ in order that a large number of students 
for whom the cost of the original book was pro- 
hibitive may have an opportunity of studying 
some of the subjects therein mentioned. The 
present work* is in seven chapters dealing re- 
spectively with Early Medicine, Medicine in the 
Seventeenth Century and After, Anatomy, 
Physiology, Zoology, Botany, and Geology. The 
book is of size handy to read, admirably printed, 
has many illustrations, and is altogether delight- 
ful. Mr. Gunther has a wonderful flair for 
extracting gems from the various ancient mines 
in which he has been working, and many of them 
show how true is the aphorism that there is 
nothing new under the sun. For instance, the 
following excerpt, taken from the diaries of one 


* Early Medical and Biological Science; extracted 
from Early Science in Oxford, by R. T. Gunther, M.A., 
LL.D. Oxford University Press, Humphrey Milford. 
1926. Pp. 246. 7s. 6d. 
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Simon Forman (1552-1611), of Magdalen Col- 
lege, puts modern professors of rejuvenation in 
the shade: ‘‘and myselfe did boill 2 snakes in 
my strong water when I distilled it and after [ 
drank of that water and yt made me to be fresh 
and take away all my gray hairs when I was 
56 yers old and many toke me not to be above 
40 or 42.’’ Another would, if he reads it, make 
Sir Arthur Conan Doyle extremely envious. It 
concerns a Fellow of Trinity, by name Th. Allen 
(1542-1632), noted for his skill in mathematics 
and astrology. The vulgar looked upon him as 
a magician and his servitor would tell them 
‘that he met the spirits coming up the stairs 
like bees.’? Few outside the medical profession, 
or we might even say within it, know that the 
architect of St. Paul’s was the same Dr. Chris- 
topher Wren, Fellow of All Souls, to whom are’ 
due the beautiful anatomical drawings in illus- 
tration of Willis’s work on the brain, and that 
he was also the originator of intravenous injec- 
tions. The discovery of a method of injecting 
bodies with a solidifying fluid is due to Boyle, 
as also the method of keeping moist anatomical 
preparations in spirit. Richard Lower, a pupil 
of Willis, studied the anatomy of the heart 
(1669) and left some accurate drawings show- 
ing the spiral arrangement of the muscular 
fibres, a fact almost forgotten until its revival 
by Pettigrew. Robert Hooke, of Christ Church 
(1635-1702), who was not ‘only a skilled micro- 
scopist but an architect of no mean talents (he 
built the new buildings of Bethlehem Hospital 
in 1675), was the first to record that the blue 
colour in a peacock’s tail has no real existence, 
but is due to ‘‘a texture visible under the micro- 
scope’’—+.e., is due to interference, though, of 
course, he did not know the reason. These quo- 
tations may suffice to indicate the interest of 
Mr. Gunther’s book. Of the series of postcards 
issuing from the same press, two especially are 
worthy of note; the one (dated 1631) shows the 
Castle of Health attacked by flying evils, an 
early forecast of microbial invasion; the other 
(dated 1660) is an amputation scene from a 
window in the Bodleian. The patient is seated 
in a chair placidly regarding the operator, who 
is removing his leg with a hack-saw, no pre- 
liminary incision of the soft parts having ap- 
parently been made. 
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Medical Societies 


BIENNIAL MEETING OF THE CAN- 
ADIAN DENTAL ASSOCIATION 


Of the papers read at the recent meeting of 
the Canadian Dental Association at Halifax, one 
by Dr. Fred. J. Conboy, of Toronto, had an in- 
terest for others than those belonging to the 
dental profession. In dealing with ‘‘ Dental 
services and national advancement,’’ Dr. Con- 
boy stated that one of the chief tasks which con- 
front organized society is the protection of 
the public health, and that the profession of 
dentistry is being asked to make its contribution 
to the physical welfare of the people. An effi- 
cient public health service must be built upon 
the principle that the first and most important 
responsibility in regard to both publie and per- 
sonal health rests upon the individual citizen. 
No matter how elaborate the system, if indi- 
vidual citizens neglect or refuse to co-operate 
it will be of little use. Such co-operation is un- 
likely if the citizen is not informed of the need 


for it, and the means by which it can be accom- 
plished. Dental health education must there- 
fore be provided, and dental services must be 
made available, before governments and the 
dental. profession can safely and conscientiously 
leave this matter in the keeping of the individual 


citizen. The dentist must be prepared to take 
his share in these matters. Although the law 
cannot ordinarily prevent men from engaging 
in whatever legitimate occupation and in what- 
ever manner they may choose, the protection of 
the public justifies legislation which demands 
competency on the part of those who undertake 
the treatment of disease. The dental profession 
is given certain rights and privileges by legisla- 
tive enactment, and this implies responsibility 
not only for efficiency and thoroughness in treat- 
ment, but also for the protection of dental 
health. There must be two parts to every con- 
tract. No government would be justified in 
allowing the continuance of a system which de- 
prived a large proportion of the population of 
a service essential to health and happiness. 
Should the members of the dental profession 
take advantage of legislation in order to enrich 
‘themselves at the expense of the public, society 


would demand, and in all probability would 
secure, some form of state dentistry. It is the 
duty of the dental profession to take a leading 
part in advancing the public health. Responsi- 
bility for the organization and maintenance of 
dental clinics for necessitous persons, and for 
educational propaganda devolves upon pro- 
vincial or municipal health organizations, but 
members of the dental profession should be ready 
to give freely of their services in such ways as 
they can be of service. Apart from such service 
to the public, dentists should appreciate the im- 
portance of giving minute attention to the dental 
needs of all members of the family. The treat- 
ment of deciduous teeth, and of even simple cases 
of displacement or malformation, is of such im- 
portance to future health that it should never be 
neglected. W. H. Hattie 


CLINICAL STUDY OF MENTAL 
DISORDERS* 


ANNUAL MEETING OF THE Roya MEpIco- 
PsyYCHOLOGICAL ASSOCIATION 


Abstract of Presidential Address 


Dr. J. R. Lord in his presidential address on 
the ‘‘Clinical study of mental disorders’’ urged 
the re-establishment of a research committee 
whose functions would include the definition of 
psychological and psychiatric terms and the 
collection, registration and classification of clin- 
ical data. A sounder knowledge of the psychic 
processes underlying the disordered mind called 
not only for research work but for properly 
organized team work. Individual treatment alone, 
however much concentrated, would never cure 
mental disorders. He then reviewed the special 
departments of knowledge which psychiatry 
needed for its clinical purposes, the first of these 
being psychology. He referred to the more im- 
portant of the psychological approaches to the 
problems of clinical psychiatry showing that 
they were all of service in one relation or an- 
other, after which he went on to speak of the 
physiological and biochemical approaches in the 
same way. In the province of pathology and 


* Brit. Med. Jour., July 17, 1926. 
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psycho-pathology two principal schools had 


grown up, namely, the physiogenic and the psy- . 


chogenic. The wards and laboratories of the 
mental clinics and hospitals afforded one ground 
at any rate for a closer approximation of the 
work of both. The progress of clinical psychi- 
atry had been held up, by dissociating the mind 
from the body, or the nervous system from the 
body, and by neglecting sociological considera- 
tions. The aim of such team work as he advo- 
cated was to supply the psychiatrist responsible 
for the diagnosis and treatment of a case with 
a complete clinical picture, taking advantage of 
every avenue of approach, physiological and 
psychological alike. Clinical psychiatry, he 
said, could not take up an ex parte attitude in 
respect of the factors operating in the case of 
mental disorder, and must, as far as possible, 
dissociate itself from leaning towards any one 
viewpoint, or one of the main objects of team 
work would be defeated. Clinical psychiatry 
had for too long suffered from such one-sided 
investigations, culminating in the accumulation 
of much unbalanced knowledge about mental dis- 
orders and diseases. 


In the final passages of his address he spoke 
of the reconstruction of psychiatry as a medical 
science, and pointed out what wealth of psychi- 
atric material there was in general medicine. 
One field, the last to be cultivated, but perhaps 
the richest in potentialities, was the field of 
general practice. 


THE CANADIAN INTER-URBAN DERMA- 
TOLOGICAL SOCIETY 


At an inaugural meeting on May 26, 1926, at 
London, Ontario, the Canadian Inter-Urban 
Dermatological Society was formed. 

It was decided to hold meetings semi-annually. 
At these meetings cases of interest will be pre- 
sented and discussed and papers dealing with 
dermatological subjects will be given. Dr. G. 
G. Campbell of Montreal, was elected President 
of the Society for the current year. 

The first meeting of the Society was held in 
Montreal on the 11th and 12th of June, 1926. 
Members from Ottawa, Hamilton and Toronto 
were present. Many interesting cases were pre- 
sented to the Society by Dr. G. G. Campbell at 
the Montreal General Hospital, and Dr. P. 
Burnett at the Royal Victoria Hospital. There 
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was a good deal of useful discussion on many of 
these cases. 
It is proposed to hold the next meeting of the 


Society at Montreal in December, 1926. 
J. F. Bureess, M.B., Sec. Treas. 


DISCUSSION ON FOOD DEFICIENCY AND 
PREVENTABLE DISEASE 


British MepicaL ASSOCIATION, DEPARTMENT 
oF PusLic HEALTH 


Dr. Stuart J. Cowell (Sheffield), in opening 
the discussion on this subject at the second ses- 
sion, said it was probable that a great deal more 
illness was due to defective diets than was at 
present recognized, but he proposed to confine 
himself to the discussion of common diseases as 
to which there was positive evidence. The pro- 
portion of protein, fat, and carbohydrate in an 
adult’s diet could be varied considerably with- 
out producing signs of ill-health, and the same 
was being increasingly recognized in the case of 
infants, providing the diet was adequate in cer- 
tain other qualitative respects. The amount of 
vitamins necessary to maintain good health in 
animals varied with the circumstances. Thus 
Mellanby had shown that the vitamin A must 
be increased if the cereals were increased, and 
Plimmer had shown that vitamin B must be in- 
creased if the total energy value of the diet was 
raised. Again, rickets could be produced in 
dogs receiving butter and oatmeal, and prevented 
by the addition of extra calcium; and ultra- 
violet rays may compensate for the absence of 
vitamin D. On the basis of this work, rickets 
might develop in children under several sets of 
conditions. First, from deficiency of the anti- 
rachitie vitamin, in an otherwise well-balanced 
diet—e.g., a breast-fed infant of a mother whose 
stores of vitamin are low. Secondly, from de- 
ficiency of calcium in a diet low in antirachitic 
vitamin—e.g., a child receiving little milk. 
Thirdly, from excess of cereal, especially oat- 
meal, unless the excess of cereal is balanced by 
an increase of vitamin D. Fourthly, from ab- 
sence of solar irradiation combined with relative 
deficiency of vitamin D—e.g., children brought 
up in smoky industrial areas. 

Dr. Cowell went on to discuss the relative ad- 
vantages of artificial sunlight clinics and cod- 
liver oil. Irradiation only compensated for the 
lack of vitamin D, although it might temporarily 
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mobilize existing stores of vitamin A in the 
body. Although irradiation alone might cure 
rickets, eod-liver oil by supplying both vitamins 
A and D was the more effective method. Irradi- 
ation impressed the mothers as a spectacular 
proceeding. Cod-liver oil was an old-fashioned 
remedy, often given irregularly, and might be 
disliked by the children if not in the form of a 
palatable emulsion. Some very few cases of 
renal rickets did not yield either to irradiation 
or cod-liver oil, and some cases responded only 
to subeutaneous injections of concentrated prep- 
arations of the oil. These rare cases did not 
afiect the main conclusions. 

Turning from rickets to malnutrition or 
marasmus in infants, Dr. Cowell described the 
remarkable results which were being obtained 
in the Royal Infirmary, Sheffield, by the pro- 
vision of a vitamin-rich diet for such infants— 
results which justified the contention that many 
eases of marasmus were due to vitamin defi- 
ciency. No humanizing or modification of the 
milk was practised beyond simple dilution when 
necessary ; but the diet was enriched by the ad- 
dition of cod-liver oil emulsion, marmite, and 
orange juice, in order to make sure of adequate 
supplies of vitamins A, B, C, and D respectively. 
The vast majority of these babies improved quite 
rapidly. Good results were being claimed for 
the artificial light treatment of infants at some 
infant welfare centres. He had occasionally met 
with marasmic cases in a stationary condition 
which responded to ultra-violet irradiation, and 
one or two where the irradiation of the milk 
started the improvement. He could not explain 
these rare cases, but they did not affect the main 
argument that most of such infants responded 
to the vitamin-rich diet alone. 

Dr. Cowell went on to show the prolonged 
effect on the young of good feeding of the preg- 
nant and lactating mother. The diet of the hen 
affected the vitamin content of the egg, and the 
diets of cows and women had a similar effect on 
the milk. In bottle-fed infants and all young 
children the prevention of rickets could be en- 
sured by giving cod-liver oil. Even infants in 
the first few weeks of life tolerated the oil in 
almost all cases. The dosage should be one-half 
drachm in the day at birth, gradually increased 
to two drachms and not exceeding that amount 
at age two to three years. After weaning, the 
child’s diet should include milk (the only con- 
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siderable source of calcium in common food- 
stuffs) and other vitamin-rich foods. Such 
simple dietetic measures would not only prevent 
rickets but diminish the amount of marasmus 
and malnutrition. They would, as Mrs. Mellanby 
had shown, produce teeth which were better 
formed and less liable to decay. Lastly, there 
was much evidence that the resistance of the 
body would, by these means, be raised against 
both respiratory and alimentary infections. 
Rickety children were peculiarly liable to 
catarrhs, bronchitis, and pneumonia. Puppies 
getting cod-liver oil never had pneumonia. The 
routine administration of cod-liver oil had ap- 
parently largely reduced the incidence of diar- 
rhea in institutions, such as homes for illegiti- 
mate babies. 

It would appear possible, Dr. Cowell con- 
cluded, at the present moment practically to 
eliminate rickets, to improve enormously the 
condition of the teeth of our people, to lessen 
the infant mortality from malnutrition, diar- 
rhea, and respiratory infections, and in general 
to raise the standard of physique and health. 

Dr. Helen M. M. Mackay (London) spoke 
from the clinician’s point of view. The chief 
known specific food deficiencies in this country 
were deficiencies of iron, the organic antirachitic 
factor, the antiscorbutie vitamin, and of iodine 
in certain districts. There might be others but 
their presence among the population was as yet 
uuproven. For example, there was not sufficient 
reason for assuming that constipation and diges- 
tive disorders were frequently due to the defi- 
ciency of vitamin B. Dr. Mackay went on to 
point out the wide distribution of vitamin B and 
to say that if there were a widespread deficiency 
she would expect occasional cases of beri-beri to 
occur. Similarly, keratomalacia and pellagra 
were extremely rare. The infant, until it re- 
ceived a mixed diet, was largely dependent for 
iron on the store in the liver at birth. This 
store was laid down in the later months of preg- 
nancy, so that the premature infant was specially 
liable to anemia. The iron content of both 
human and cow’s milk was low. Minor degrees 
of anemia were quite common among full-term 
infants. The prophylaxis of this infantile an- 
emia required more study. The deficiency of 
the antirachitie factor very commonly showed 
among children, but it was not established that 
widespread ill-health among adults arose from 
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the cause. It was found that 15 per cent of un- 
selected new out-patients, aged four to thirteen 
months, at the Queen’s Hospital for Children 
had x-ray evidence of rickets during April, and 
in the northern industrial towns the incidence 
was much higher. Cod-liver oil was the best 
source of vitamin A and it was a pity that the 
public, under medical direction, wasted large 
sums on proprietary preparations which were 
relatively poor sources of this vitamin. A cod- 
liver oil emulsion, begun gradually and given 
three times a day in the bottle (say, 1 drachm 
of the oil daily), was well tolerated by almost 
all infants. Tetany (a common cause of con- 
vulsions between six and twenty-four months of 
age) and respiratory infections were also caused 
by the deficiency of this factor. They had ob- 
served a much smaller incidence of respiratory 
infections (including otorrhea) among the in- 


The Dangers of Amalgam-Fillings.—Prof. A. 
Stock, head of the Institute for Applied Chem- 
istry, has drawn attention to the fact that 
amalgam-fillings of the teeth may cause mercury 
poisoning. The Berlin Dental Society has re- 
cently discussed the question. Prof. Stock said 
that severe mercurial poisoning, formerly so 
frequent in workmen, has now become very rare 
owing to the progress of industrial hygiene; it 
is thus nearly unknown to the present medical 
generation. He had himself suffered for many 
years from chronic catarrh of the nose and the 
oral cavity for which he consulted several spe- 
cialists without success. Some time ago it was 
discovered that the air in his working laboratory 
contained a minimal quantity of mercury 
vapour, sufficient, however, to produce symp- 
toms of poisoning in him if inhaled over a long 
period. Obviously he had an idiosynerasy against 
mereury and he was therefore advised by a toxi- 
cologist to have his amalgam-fillings removed. 
When this had been done the symptoms,, which 
had existed for many years, disappeared. He 
accordingly examined whether amalgam-fillings 
may indeed give off mereury, and discovered 
that old fillings give off a small quantity of 
mercury, while in fresh and defective fillings 
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fants at the Vienna clinic, who were having cod- 
liver oil. If all bottle-fed and all breast-fed 
infants who were little out of doors had cod- 
liver oil during the winter, rickets would be prac- 
tically abolished, infant respiratory troubles and 
convulsions would be lessened, and the amount 
of dental caries would be decreased. Scurvy 
was not common now in London. The contrast 
with Vienna was very striking and she at- 
tributed this to the widespread use of orange 
juice in London. Tomato juice needed popu- 
larizing as a substitute when oranges were dear 
(instead of the very much less effective grape 
juice). Another common deficiency was water. 
The benefits of a liberal supply of water were 
very striking in diarrhea and high pyrexia, for 
instance, with pneumonia. The public were 
afraid of water in such conditions and needed 
instruction. (Brit. Med. Jour., Sept. 4, 1926). 


the quantity is larger. By experiment he as- 
certained that the air, inspired by a man whose 
teeth had been filled three years before con- 
tained mereury. He suggested that medical 
men, especially those working in throat and nose 
diseases, should consider whether in an obstin- 
ate catarrh the symptoms might not be caused 
by defective amalgam-fillings. The discussion 
which followed his address was very animated. 
Prof. W. Dieck, of the Dental Institute of 
Berlin University, stated that the dangers of 
amalgam-fillings were known long ago but that 
they were present only so long as the fillings 
had not been entirely hardened.—Berlin Corres- 
pondent, Lancet, June 26, 1926. 


Umbilical Cord.—The study made by Norris 
W. Vaux and William Belk, Philadelphia, of 
the umbilical cord disclosed a rather surprising 


number of anatomic variations. The authors 
hope to be able to demonstrate that these ano- 
malies are closely associated or in part may be 
the causative factor associated with some of the 
fetal deaths or accidents of intra-uterine life.— 
Jour. Am. Med. Ass., July 17, 1926. 
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Effects of Insulin Treatment on Experimental 
Diabetes of Dogs. Copp. E. F. F., Calif. & 
Western Med., May, 1926. 


Copp reviews the experimental work on 
diabetes from 1889 to 1921, and gives a brief 
account of Banting’s work, before he states that 
the object of his paper is to discover what 
changes are taking place in the islands of the 
pancreas as a result of insulin treatment. 

Pancreatic tissue was removed from the dogs. 
They were placed on high carbohydrate diet for 
one month and became actively diabetic. Then 
a section of the pancreas was removed. The 
alpha and gamma cells of the islands remained 
in good condition but the beta cells showed 
hydropie degeneration. The acinar cells re- 
mained normal. After the second operation 
treatment with insulin was begun, a strictly 
normal level of blood sugar was aimed at and 
maintained. This was kept up from twenty- 
four hours to three weeks. Specimens were 
removed from different animals at varying in- 
tervals. About the ninth day vacuolation began 
to subside, and was followed by complete dis- 
appearance of hydropic degeneration of the 
beta cells. Restoration of the islands to norma! 
was found after fourteen days insulin treatment. 

Vacuolation had not cleared up in the dogs 
whose blood sugar had not been kept at a low 
level. The glucose toleration of diabetic dogs 
under insulin will improve remarkably. 

The pathological changes of the pancreas are 
almost identical in the dog and the human 
being. The pathological changes of the pancreas 
of diabetic dogs return under careless control, 
the same thing occurring in the human. 

LILLIAN A. CHASE 


Method of Treating Asthma by Radiation. 
Seott, S. G., Brit. Med. Jour., June, 1926, 
1, 939. 


in attempting efficient radiation over large 
areas, really an x-ray bath for carcinoma, it 
was found that some of the patients who were 
subject to asthma breathed more freely and 
remarked that they had lost that tight feeling 


in the chest. This radiation was then tried on 
confirmed asthmaties over a series of twenty- 
one cases. There was very marked improvement 
in all cases. This is just a brief statement of 
the facts observed. The author is not prepared 
to say in what way the radiation exerts a 
beneficial result but merely suggests that the 
method might be tried by others. 

W. J. McNatiy 


A Study of Some Aspects of Miners’ Nystag- 
mus. Pooley, G. H., The Lancet, April, 1926, 
1, 751. 


The author is a member of the Miners’ Nystag- 
mus Committee of the Medical Research Council. 
He reviews the literature on miners’ nystagmus 
and divides it into two groups, from 1870 to 
1907, and from 1907 up to the present. The 
incidence of miners’ nystagmus for the first 
period together with the incidence of incapacity 
was the same for Britain, France, Belgium and 
Germany. Roughly about 50 per cent of all 
coal miners had gross oscillations of the eyes. 
The incidence is greater in safety-lamp pits 
than in open-lamp pits. In the old days miners 
stopped work, and when they did they were 
able to return in a few weeks or months. Since 
the war in Britain the true incidence of the 
disease is, if anything, less but the claims for 
compensation for incapacity are more numerous 
than they were in the first period, and than they 
are at present on the continent. 

The cause of the disease is considered to be 
faulty illumination and, according to Haldane, 
the CO content of the coal gas is not a factor in 
the etiology of the disease. The author con- 
ducted a research on a series of one hundred 
eases of miners’ nystagmus to observe the effect 
of different strengths of light on the eyes. He 
found that when the illumination is below a 
certain strength there is an oscillatory move- 
ment of the eyes. He explains this by pointing 
out that below 0.002 candle power the central 
area of the macula loses its supremacy and that 
the visual field now most sensitive is a signet 
ring shaped area surrounding the macula. The 
feebler the illumination the greater is the 
difficulty in maintaining strict fixation. 

W. J. MoNatiy 
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Six Additional Cases of Laboratory Infection 
of Tularemia in Man. Parker, R. R. and 
Spencer, R. R., U.S. Pub. Health Rep., 1926, 
xli, No. 27. 


Details are given of six cases of tularemia 
amongst laboratory personnel, bringing up the 
total that have occurred amongst laboratory 
workers to seventeen. (An additional one is 
reported later in this bulletin). 

Attention is drawn to the fact that in all 
these cases the infection gained entrance to the 
body without leaving evidence of a local lesion 
or without causing any glandular enlargement. 
The clinical picture indeed was more like that 
of typhoid than of any other infection. 

These six workers had all been engaged in 
performing or assisting at necropsies of guinea 
pigs and rabbits infected with tularemia, or in 
handling ticks similarly infected. Great pre- 
cautions however had been observed in the work: 
heavy rubber gloves were always worn and 
disinfection was carefully carried out: the ticks 
were always handled with forceps. All tables 
and shelves used in the post mortems were dis- 
infected daily. In no case was there any 
abrasion or local ulcer or sore, and tick bites 
were excluded also, and it is difficult to see how 
even the occasional momentary contact with the 
excreta of the ticks or infected rabbits (which 
contact occurred on one or two occasions) could 
account for the transmission. The excreta of 
the ticks however is recognized as a highly in- 
fectious material. 

It is thought that there was a possible source 
of infection by inhalation of infectious droplets 
emitted by the squealing animals. Inquiry 
showed that three of the cases occurred in a 
forty-eight hour period in three workers who 
had all at about the same time been bending 
over in close proximity to the guinea pigs. 

H. E. MacDEermot 


A Search for an Ideal Antigen for Therapeutic 


Immunization. Sir Thomas Horder and 
Ferry, N. 8., Brit. Med. Jour., July 31, 1926. 


The authors point out in what measure our 
original anticipations have been unfulfilled with 
regard to the results in therapeutic immuniza- 
tion. Over twenty-years ago Sir Almroth 
Wright introduced the principle of immuniza- 
tion against various infections, and inoculation 
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in specific diseases has made great progress, but 
our treatment of bacterial infections of the 
pyogenic class has not advanced materially in 
the last decade. Indeed there have been depar- 
tures from the path of specifie treatment in the 
use of chemical agents, and of non-specific 
inoculation. 

It seems therefore, that we need a new method 
in order to advance in our treatment of pyogenic 
infections, and the authors suggest that new 
remedies of the antigen class be studied. In 
their paper they give a survey of the various 
forms of antigen used for therapeutic immuniza- 
tion and also describe a new type, with the 
steps which led up to its discovery. 

The preparation of antigens may be reduced 
to four methods, according as the product of 
the method is, (1) a bacterial suspension of a 
culture grown upon solid media, (2) the whole 
broth culture of a micro-organism, (3) the 
filtrate of a broth culture, or (4) an extract of 
the bacterial cells obtained in various ways. In 
all of these products the antigen exists in a 
crude state, and is adulterated to a greater or 
less extent with substances which are of no 
value in immunization, but are often injurious 
to the patient. We therefore do not know what 
the exact nature of thé antigen is, since it has 
never been obtained in pure form, but it is at 
least certain that each type of micro-organism 
has its own specific antigen. 

Researches in quest of this ideal antigenic 
preparation have been carried on for some years 
by Ferry, and Ferry and Fisher, and the present 
report deals with a new method. In brief, it 
has been established that the antigenic substance 
is quite easily obtainable from organisms by 
the simple process of washing, rather than by 
extraction from the substance of the organisms. 
It is concluded, therefore, that the antigen is 
in all probability not an endotoxin, as has been 
generally taught, but is a substance derived from 
the ectoplasm of the cell. The term ‘‘ectoanti- 
gen’’ is therefore proposed to describe it. 
Breaking up of the bacterial cells, and extrac- 
tion with sodium hydroxide, tends to injure 
the antigen rather than increase the amount. 

It is stated that this preparation of antigen 
has been sent to a number of clinicians for 
trial, and whilst no details are given of cases 


promising reports are forthcoming in connection 
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with streptococcal, pneumococcal, and gonococcal 
infections particularly. Particular note has 
been made of the fact that reactions of an un- 
desirable nature do not occur after injection of 
this antigen. H. E. MacDERMOT 


The Prophylactic Use of Measles Convalescent 
Serum. Park, W. H., and Freeman, R. G., 
Jour. Am. Med. Ass., 1926, Ixxxvii, 556. 


The ideal method for the prevention of measles 
will depend on the discovery of the germ and 
the preparation of a suitable vaccine therefrom. 
The work of Tunnicliff in the United States and 
Caronia in Italy is of great promise in these 
respects, but whilst awaiting confirmation of 
their results, much attention is being paid to 
the use of serum from human convalescents. 
The present paper is a report on the results of 
such preventive treatment in New York City, 
in more than 1,500 children. It was found in 
this series that the injection of 6 ¢.c. of con- 
valescent serum or plasma into a child under 
three years of age, who had been exposed to 
measles for less than five days, was sufficient, 
as a rule, for prevention. In children over this 
age, from 6 to 10 cc. is necessary. The use of 
the serum after the onset of the disease served 
to very materially modify the severity of the 
attack, especially with regard to pneumonia or 
other complications. 

The supply of the serum was obtained mainly 
from convalescent adults, being drawn as early 
as the ninth day after defervescence of the 
fever, and up to the twenty-first day. Some of 
the serum, however, was drawn as late as five 
months after the disease. It is true that the 
greatest accumulation of antibody is present in 
early convalescence, but it is still abundant at 
the end of three months. The blood was drawn 
into a 500 ¢.c. bottle containing 20 ¢.c. of 25 
per cent sodium citrate solution, and 0.3 gm. 
of oxyquinolin sulphate (chinosol) as a preser- 
vative. The bottles were then put in the icebox 

,and the cells allowed to settle, or they were 
centrifugalized and the plasma pipetted off. 
Plasma was used instead of serum, on account 
of the greater yield and ease of handling. 
Apparently the efficiency of the plasma is not 
diminished by storage in the icebox, up to six 
months. 

The suggestion is made that every physician 
should draw between 10 and 25 e.e. of blood 
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from every case seen in children and larger 
amounts in adults. This would give him ample 
quantities for the majority of exposures in his 
practice, the average dose being only 5 c.c. 
This serum gives immunity for only two 
weeks to one month. In cases of measles whose 
course has been modified by the serum there is 
lasting immunity. H. E, MacDERMOT 


Dextrose Tolerance Curve in Health. Hale- 
White, R. and Payne, W. W., Quar. Jour. of 
Med., April, 1926. 


Because of some lack of agreement in the 
findings of various investigators, and the desira- 
bility of definite data upon which to base 
diagnosis in illnesses in which errors of meta- 
bolism are suspected, an experimental study of 
this subject has been made by R. Hale-White 
and W. W. Payne. In their report the following 
conclusions are submitted: (1) The test should 
be made on a fasting, resting subject; the dose 
should be 50 grm.; capillary blood, obtained by 
pricking the finger-tip should be used. (2) The 
normal fasting value lies below 0.12 per cent at 
all ages. (3) In old persons the rise is greater 
and the return to normal is slower than in 
young persons. (4) In young adults, the upper 
limit of rise is 0.20 per cent, and return to 
normal should occur within two hours; at the 
age of seventy the upper limit is 0.22 per cent, 
and at the age of eighty, 0.24 per cent, and in 
those over age sixty, return to normal should 
occur within three hours. (5) While the ascend- 
ing limb of the curve is not appreciably affected 
by the rate at which the stomach is emptied, 
delay in this particular may delay the return 
to the normal level. (6) Nausea during the 
test causes a fall in the blood-sugar. 

W. H. Hattie 
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Postoperative Colon-Bacilluria. 
C., Arch., of Surg., July, 1926. 


Pinkerton, C. 


The presence of colon bacilli in the urine is 
found in a great variety of conditions, apart 
from certain saprophytic strains in apparently 
normal subjects. It is commonly found during 
infectious diseases, and has been noted in such 
widely different conditions as accidental injury 
with external lacerations, general debility due 
to overwork, and chyluria due to Filaria 
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sanguinis hominis. The present study was 
undertaken ‘with the object of studying the 
incidence and significance of colon-bacilluria 
following surgical operations. 

The series consisted of 130 unselected general 
surgical cases, ninety-four females and thirty- 
six males. There was a strikingly greater in- 
cidence of the bacilluria amongst the females: 
25.5 per cent showed it before operation, and 
40.4 per cent after operation. Amongst the 
males two, or only 5.5 per cent showed colon 
bacilli before operation, and 13.9 per cent 
(including the two mentioned) after operation. 

In only seven cases (of the series) was the 
past history free from factors which might have 
been contributing factors to a bacilluria, al- 
though it is admitted that there may have been 
unrecognized past infections. The consensus of 
opinion as regards the part played by catheter- 
ization in causing these conditions is that ex- 
treme caution should be used in its employment 
after operation. In the series under considera- 
tion it was found that 21.5 per cent of the 
patients had required catheterization: three of 
these were males, and they showed no subsequent 
bacilluria. Of the remaining (females) fifteen 
had colon bacilli in the urine at the time. 

It is concluded therefore that the presence of 
eolon bacilli in the urine in abundance after 
operation is a presumptive sign of urinary tract 
infection, but in the absence of other confirma- 
tory evidence does not always account for post- 
operative complications. Gynecological cases, 
as a class, have colon bacilli present in the urine 
after operation probably more often than any 


other class of surgical subjects. 
H. E. MacDermMot 


Diverticula of the Csophagus. 
Brit Med. Jour., June, 1926, 1, 981. 


Morley, J. 


Three cases of esophageal diverticula are re- 
ported in detail, with the operation for removal. 
The pouch originates in the posterior pharyngeal 
wall between the transverse and oblique fibres 
of the crico-pharyngeus muscle. There is no 
It is due to 
increased intra-pharyngeal tension. According 
to Durr half the cases are associated with goitre. 
Spasmodie or fibrous stricture of the esophagus 
may also cause the condition. It is most com- 
mon in old men. The main point of diagnosis 


evidence of a congenital origin. 
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is the regurgitation of undigested food after 
some hours or days together with a gurgling 
sound and fullness of the neck. There is also 
marked choking and coughing. The only cura- 


tive treatment is surgical—excision of the sac. 
W. J. McNatiy 


Control and Treatment of Toxic Goitre. Frazier, 
H., and Mosser, W. B., Ann. of Surg., July 
1926. 

This contribution is a résumé of the work 
accomplished by the thyroid clinic at University 
Hospital, Philadelphia. The authors, while 
criticizing too much specialization in medical 
branches, do favour it in the management of 
goitre. Surgical treatment offers the best hope 
of recovery, the results from various clinics 
showing 60 per cent recovery, 30 per cent cured, 
and 10 per cent no improvement. Purely medical 
treatment reverses these figures, and x-ray only 
cures in a very small number. On account of 
the difficulty in accurately estimating the degree 
of toxemia and post-operative reaction, it is 
necessary to encompass every patient with every 
safeguard. At this clinic they use anoci- 
association technique: rest, sedatives, and iodine 
in selected cases. It is admitted, however, that 
anoci-association is only necessary in about 5. 
per cent of cases, but the patients in which it 
is necessary are difficult to select. Physiological 
rest is essential, and mental and psychic distur- 
bances must be eliminated. Jodine in exoph- 
thalmic cases is given as a routine, but it must 
be remembered that the great réle of iodine is 
to induce a remission, and that it is not curative, 
and that a second course of iodine therapy is 
never as beneficial as the first. Iodine should 


-never be given to adenomatous goitre unless in 


hospital and under preparation for operation. 
Iodine is a valuable adjunct in handling goitre 
but has done more harm in goitre than any other 
drug. The time to operate is at the point of 
optimal improvement, as indicated by a 
straightening out of the pulse rate, body weight, 
and basal metabolism curves on the chart. 

The authors claim a very great place for 
multiple stage operative methods, these cases 
being so managed by iodine, rest, ligations, 
hemithyroidectomy, or subtotal thyroidectomy 
as indicated. Post-operative care is very impor- 
tant and any degree of reaction is controlled by 
iodine, fluids in abundance, and sedatives. 





ABSTRACTS: ANASSTHESIA 


In the.series of 262 cases there were two 
deaths, a mortality rate of 0.8 per cent. One 
of the deaths was due to over enthusiasm in the 
use of iodine. R. V. B. SHIER 


ANZSTHESIA 


Anesthesia in Relation to Disturbances of 
the Circulation. Larkin, C. E., Proc. Royal 
Soc. Med., July, 1926, vol. xix, Section on 
Anestheties, 27. 


Valvular disease of the heart rarely causes 
death during anesthesia and is not likely to be 
overlooked during examination before operation. 
The detection of myocardial changes is less easy, 
and is based on the recognition of changes in the 
character and rhythm of the heart sounds. If, 
in a middle aged or elderly patient, one finds a 
tic-tac rhythm, the first sound resembling the 
second, a low blood pressure, and a ratio of 
1 to 1, when a differential stethoscope is used, 
even in the absence of any irregularity of the 
pulse or any of the ordinary signs of failing 
compensation, one is justified in making a diag- 
nosis of myocardial degeneration. Such hearts 
are unusually prone to ventricular fibrillation. 


These patients may suffer attacks of cardiac 
asthma or have Cheyne-Stokes respiration. They 
are liable to syneopal attacks and may die sud- 
denly after exertion or a big meal. 

Special care should be exercised in children 
and adolescents with a history of acute rheu- 
matism if the first sound at the apex is so soft 


as to be almost inaudible. This occurs only in 
the most severe type of myocarditis and indi- 
cates imminent failure of ventricular contrac- 
tility. Weak heart sounds occur also in status 
lymphatieus. Pulsus alternans is usually a sign 
of severe myocardial degeneration. Auricular 
fibrillation, which is recognized by utterly dis- 
ordered cardiac action and gross irregularity of 
the pulse, is evidence of cardiac failure. Pa- 
tients suffering from it should have complete 
rest in bed for a week or two before operation 
and be given suitable doses of digitalis. 
Operations under general anesthesia in pa- 
tients suffering from very high blood pressure, 
have sometimes proved disastrous. When the 
diastolic pressure is raised as well as the systolic 
the outlook is serious, for the patient has arterio- 
selerosis and probably interstitial nephritis. 
Anesthetics such as ether or gas and oxygen, 
which tend to raise the blood pressure should be 
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avoided. It is well to remember that patients 
with unusually low blood pressure are liable to 
be upset by morphia. W. B. HowELL 


De 1’Anesthesia Obstétricale et en particulier 
de 1’Action du Chloroform Associée a celle 
de l’Hypophyse. (Concerning obstetrical 
anesthesia, and especially the action of chloro- 
form associated with that of pituitary ex- 
tract). Funck-Bretano, L., Paris Médical, 
June 19, 1926, 601. 


This article begins with a review of the many 
methods which have been tried in the past and 
are being tried in the present, to lessen or pre- 
vent pain in labour. The most satisfactory 
means in the writer’s opinion is the use of 
pituitary extract with chloroform. Chloroform, 
alone, too often diminishes the force and rate 
of the pains, or even stops them. Used with 
pituitary extract the force and rate are in- 
creased. There is danger to neither mother nor 
child. When in a multipara the os is dilated to 
the size of a fifty cent piece and is thinned out, 
1 ec. of pituitary is injected hypodermically 
and chloroform freely administered. Labour 
usually ends in about twenty minutes. Of course 
before the pituitary extract is given it is neces- 
sary to be sure that the pelvis and the presen- 
tation of the child are normal and that there is 
nothing to prevent further dilatation of the os. 
A good many primipare and some multipare 
require relief at an earlier stage. Morphine 
must be used. Among primipare the pituitary 
extract should not be given till the dilatation 
has reached the size of the palm of the hand. 

W. B. Howe. 


Spinal Anesthesia. Scholfield, A. T., Sz. 
Mary’s Hospital Gazette, July, 1926, xxxii, 74. 


The writer uses spinal anesthesia as a routine 
method in all operations below the 9th dorsal 
nerve. He injects stovaine 0.01 grm., sodii 
chloridi 0.1 grm., aq dest. .1¢.c. A preliminary 
hypodermic injection of morph. gr. 14, hyoscin. 
hydrobrom gr. 1/150 - gr. 1/100 three quarters 
of an hour before the operation is given. 

The site for injection varies with the opera- 
tion, from as high up as the 8th-9th dorsal space 
down to the last lumbar. By taking care to 
prevent the escape of more than a drop or two 
of cerebro-spinal fluid headache is prevented. 
There is no danger in allowing the patient to 
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lie flat without a pillow as the cervical curve 
prevents the drug affecting dangerous regions. 
Analgesia is obtained in five minutes and lasts 
an hour and three quarters. A little chloroform 
is sometimes necessary at the end of the opera- 
tion. W. B. HowE.u 
* SES. a 


DERMATOLOGY 


Diseases of the Oral Mucosa. Fordyce, J. A., 
and MacKee, G. M., Arch. of Derm. & Syph., 
May, 1926. 


This article by Fordyce and MacKee deals, 
in a clinical sense, with a subject to which text- 
books, dermatological and others, commonly 
give only a minimum amount of information. 
These conditions are most closely related to 
diseases of the skin; and as the authors point 
out it is only by a careful consideration of other 
dermatological lesions that an exact diagnosis 
may be made. 

Attention is directed to certain mucous mem- 
brane lesions which may antedate severe consti- 
tutional diseases. A persistent recurring mild 
stomatitis may occur very early in pernicious 
anemia, the symptoms being mostly sensory 
with very little evidence of tissue alteration. 
Pemphigus, a very often fatal disease, may 
present erosions in the mouth long before any 
manifestations appear on the skin. When such 
lesions are accompanied by persistent constitu- 
tional disturbance and loss of weight one should 
suspect a beginning pemphigus. . Erythema 
multiforme ean-usually be differentiated by the 
sudden onset, short duration and concomitant 
skin lesions. 

Lichen planus presents lesions in the mouth 
in association with the skin eruption in about 
50 per cent of cases. Such cases may be 
differentiated readily from leukoplakia. It is 
pointed out that white leukoplasic patches of 
lichen planus may occur in the mouth indepen- 
dent of skin phenomena, and such patches 
simulate leukoplakia very closely. 

The factors concerned with the usual type of 
leukoplakia are syphilis plus irritation. The 
latter is usually from excessive smoking or is 
due to the presence of misplaced, rough or 
carious teeth. It is not always possible to say 
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from a simple observation whether we have to 
do with a syphilitic or a non-syphilitic basis in 
the condition. Cases of leukoplakia which resuit 
in carcinoma have been variously estimated 
from, 20 to 50 per cent. 

Many rare conditions of the oral mucosa are 
also dealt with in this article: It is exceedingly 
well illustrated, and should be read in detail 
by those who are interested. J. F. Burcrss 


OTO-LARYNGOLOGY 


A Preliminary Report on the Radiographic 
Exploration of the Broncho-Pulmonary Sys. 
tem by means of Lipiodol. Guy, J., Edin. 


Med. Jour., May, 1926, xxxiii, 269. 


Of the various methods of administering 
lipiodol for diagnosis of broncho-pulmonary con- 
ditions, the author favours the infraglottic or 
inter-crico-thyroid route. The French school 
advise a preliminary injection of morphia but 
the author does not find it necessary. The 
patient is placed in the recumbent position with 
the head bent back to render the trachea more 
prominent. Using a 2 ¢.c. syringe filled with a 
2 per cent cocaine solution the skin, sub- 
cutaneous tissues and the submucosa of the 
trachea are very lightly infiltrated, then the 
remainder of the cocaine is injected drop by 
drop into the lumen of the trachea. All move- 
ment of the patient and of the syringe must be 
guarded against and a very stout or strong 
needle should be used. After a few minutes the 
lipiodol is injected from a 20 ¢.c. syringe, using 
one of several especially devised needles. The 
lipiodol should be heated in a water bath up 
to 50 or 60 degrees C. The amount of the 
lipiodol will vary with the age of the patient. 
Some advise inhalations of oxygen during 
administration. The patient should be so placed 
that the part of the lung to be examined is the 
most dependent. The photograph should be 
taken within the first two or three minutes after 
injection. If care is exercised there will be 
very few complications. Injury of the tracheal 
mucosa or injection of the lipiodol into the 
peri-tracheal tissues are the most common 
accidents, and these are not serious. 

W. J. McNatiy 





MISCELLANEOUS 


Miscellaneous 


THE INDUCTION OF ABORTION— 
ITS INDICATIONS* 


The indications and methods for the termina- 
tion of pregnancy, before the child becomes 
viable, was the subject for discussion at a recent 
meeting of The British Medical Association. 
Dr. T. Watts Eden opened the discussion. While 
realizing that ideally therapeutic abortion should 
be advised only when completion of the preg- 
naney would endanger the future health of the 
patient, still he did not feel that one could al- 
ways abide rigidly by this rule. Whether the 
medical profession had the right to put a woman 
through an ordeal which she herself was un- 
willing to face, was an ethical question which 
could be solved only after careful consideration 
of the individual case. 

As a rule, indications for interference fall 
under two headings, (1) medical, which includes 
phthisis, chronic nephritis, infection of the 
urinary tract, diabetes mellitus, heart disease 
and diseases of the nervous system. (2) Obstet- 
rieal, including toxemiec vomiting, vesicular 
mole, missed abortion and hemorrhage. 

Pulmonary tuberculosis is a serious compli- 
cation of pregnancy, and in deciding whether 
therapeutic abortion should be undertaken or 
not some medical colleague should be consulted. 
Not only is the mother’s health in danger, since 
fully half of the cases are aggravated by preg- 
nancy, but it has been shown that children born 
of tuberculous mothers are seven times more 
likely to become tuberculous than are those of 
healthy mothers. In the presence of an active 
lesion, Dr. Eden would therefore advise induc- 
tion of abortion; while if the pulmonary lesion 
is quiescent, a physician should see the case in 
consultation before any decision is reached. 

Chronie nephritis is another serious compli- 
cation of pregnancy. Of the two types the 
hydremie variety in which there is a salt and 
water retention with marked edema is more 
dangerous than the chronic interstitial form in 
which there are slow cardio-renal and retinal 
changes. If hydremic nephritis is evident early 
in pregnancy, induction of abortion is required. 


* British Medical Journal, August 7, 1926. 


In the interstitial variety, the patient may be 
carried under close observation through the 
pregnancy, but should subsequent pregnancy 
occur, abortion should be induced if any uremic 
manifestations were evident in the former preg- 
nancy. 

Pyelitis due to B. coli, is usually amenable to 
treatment. The risks of diabetes have also been 
greatly reduced, since the advent of insulin. The 
indications for abortion in cardiac cases are: (1) 
signs of decompensation during the early 
months, and (2) a history of cardiac breakdown 
during or following a previous pregnancy. Cases 
of puerperal insanity require the combined 
judgment of psychiatrist, physician and obstet- 
rician. Little need be said of the obstetrical in- 
dications for abortion. Vesicular mole and 
missed abortion are undisputed indications for 
abortion, while toxemic vomiting if not relieved 
by medical treatment, must be arrested by abor- 
tion (but such cases are rare). 

Dr. Louise McIlroy emphasized the fact that 
induction of abortion was a confession of failure 
and that as scientific research advanced, indica- 
tions were becoming fewer. Never should social 
or economic interests apart from the medical 
needs of the case be taken into account. 

There are two main methods of induction: 
(1) the slow method in which by tents, gauze, 
bougie, or rupture of the membranes, the uterus 
is stimulated to contract and so dilate the cervix, 
and (2) the rapid method when the uterus is 
emptied under anesthesia by dilating the cervix 
with dilators, by vaginal hysterotomy or by 
Cesarean section. 


During the first trimester of pregnancy, Dr. 
Barris advocated emptying the uterus by the 
rapid method, since the fetus was small and 
the finger could explore the entire cavity of the. 


uterus with ease. A sharp curette should never 
be used. In the later months, an abortion should 
be induced by the slow method or if haste is 
demanded, by hysterotomy. 

Indications for the induction of labour in 
cardiopaths, were dealt with by Dr. Frederick 
Price. In spite of the fact that pregnancy and 
labour impose a strain even on a normal heart; 
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many patients with cardiac lesions stand child- 
bearing surprisingly well. The first stage of 
labour does not involve much strain, the second 
stage involves most strain, and during the third 
stage there is a fall in blood pressure with a 
coincident tendency to collapse. Since the 
essential cause of cardiac failure lies in the 
heart muscle, it is of the greatest importance 
to ascertain how the heart responds to exercise. 
In considering these cases, four points have to 
be determined: (1) the degree of cardiac fail- 
ure, (2) the stage of the pregnancy, (3) the 
cause of the present attack, (4) the response to 
treatment. As a general principle, pregnancy 
should not be terminated in cases of cardiac 
failure until a reasonable period of rest and 
other therapeutic measures have been tried. If 
it has been decided to terminate the pregnancy, 
an attempt should be made to treat the existing 
cardiac failure first. Of the valvular lesions com- 
plicating pregnancy mitral stenosis is the most 
serious. In both mitral stenosis and aortic in- 
competence if the lesion be severe, it is per- 
missible to induce labour. 

Insanity during pregnancy comprises less than 
1 per cent of the total incidence of insanity in 
women, yet pregnancy accompanied by mild 
mental disorders is not uncommon. In the later 
months of pregnancy, if insanity develops, it 
usually persists for several months after de- 
livery, whether labour is induced prematurely 
or not. A woman who has had an attack of 
puerperal insanity should be warned against 
future pregnancies, but should such occur, Dr. 
Cole advised letting the pregnancy continue 
even though the mental condition would prob- 
ably recur, for about 75 per cent of cases of 
puerperal insanity recover. Maniac depressive 
psychoses and dementia precox are the two most 
usual types of insanity seen. In Dr. Cole’s 
opinion ill-health of the mother jeopardizing her 
life is the only indication for induction of abor- 
tion. Seldom in brain and mental conditions is 
abortion necessary or to be advised. 

In the closing paper Dr. Evers urged that the 
human ovum should be safeguarded whenever 
possible. Termination of pregnancy was neither 
an ethical or professional question but purely 
legal and moral. 

In the discussion which followed, Dr. R. A. 
Young of London, in speaking of tuberculosis 
propounded two aphorisms for consideration, 
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**(1) treat the disease and manage the preg- 
nancy, and (2) prevention is better than abor- 
tion.’’ E. PERCIVAL 


EXTRAMURAL POST-GRADUATE COURSE 
The Meetings in Calgary 


The profession in every province appear 
keenly appreciative of the quality and char- 
acter of the instruction given under this extra- 
mural scheme. As an illustration, the following 
abstract of the series of addresses which were 
given to the physicians of Calgary during the 
first week of July is presented to our readers. 
The speakers were Dr. Duncan Graham and Dr. 
W. B. Hendry, of Toronto University, Profes- 
sor Miller of Queen’s University, and Dr. A. J. 
Grant of the Western University of Ontario. 
The subject of Dr. Grant’s address was ‘‘Dis- 
eases of the female breast’’, but as we have al- 
ready published in a recent number a paper by 
him on this subject we will only say that the 
address was both interesting and practical. The 
subject of Professor Miller’s address was ‘‘The 
present position of the cancer problem.’’ As 
we have been promised a paper on this subject 
by Professor Miller, we will make no further 
reference to it on the present occasion. Dr. 
Hendry took for his subject ‘‘The toxemias of 
pregnancy,’’ a condition which he said must be 
regarded as a disturbance of metabolism brought 
on by pregnancy. To determine the metabolic 
variations present the aid of blood chemical ex- 
amination and urinalysis are our chief reliance 
to-day. In healthy non-pregnant women there 
is a constant ratio between intake and output 
of water and solids. This ratio is known as the 
water balance. During pregnancy there is an 
increased dilution of the blood until the seventh 
or eighth month, after which the dilution ceases. 
The chloride content of the maternal tissues 
keeps pace with the amount of hydremia 
present. During the first trimester, when the 
placenta and fetus are being formed the hy- 
dremia increases, whilst late in the second 
trimester it becomes lessened. Professor Hendry 
referred to the investigations of Harding and 
Duncan* who in 1918 reported on the effect of 
high carbohydrate feeding in seventy cases of 
early nausea and vomiting of pregnancy. Their 


* Can. Med. Ass. Jour., Dec., 1918, viii, 1057-1069. 
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conclusions were that the dominant factor in the 
early toxemia of pregnancy is a metabolic one 
due to a temporary lack of carbohydrate supply. 
Acetone bodies were found in the urine in prac- 
tically all cases of nausea and vomiting of preg- 
naney. These investigators also endeavoured to 
show a connection between a fatty degenerated 
liver found at post mortem in fatal cases of 
pernicious vomiting with the mild and moderate 
cases of vomiting. They administered glucose 
or lactose to correct the deficiency of carbo- 
hydrate supply and supplemented this with a 
high carbohydrate diet. Over seventy cases 
were so treated with success including several 
cases in which nausea and vomiting were severe. 

The treatment of patients suffering from the 
early toxemia of pregnancy at the Burnside 
Hospital, Toronto, with which institution Pro- 
fessor Hendry is connected, is as follows: the 
patient is isolated; a thorough physical examin- 
ation is made, and appropriate treatment is 
given to any pelvic lesion that may be present. 
Five per cent glucose solution is given intra- 
venously until 40 ounces of urine have been ex- 
ereted and the acetone bodies have disappeared 
and the specific gravity of the urine reaches 
1010 or lower. Later on rectal injections of 10 
per cent glucose solution are administered with 
equal parts of normal saline solution. If thought 
necessary to secure rest chloral hydrate, gr. xx 
with sodium bromide gr. xx may be given at 
bedtime per rectum. No solids are allowed by 
the mouth. Daily records of water intake and 
output are kept. The presence of acetone bodies 
in the urine are registered. The diet consists 
entirely of carbohydrates. When pernicious 
vomiting and toxemia develops and is associated 
with a dry tongue and loss in weight, pregnancy 
should be terminated. It is not well to wait 
until too late before emptying the uterus. 

In the toxemias of pregnancy the excretion 
of nitrogenous products is not seriously im- 
paired. If the kidneys can take care of the 
waste products, there is no necessity of starving 
the patient. In true toxemia, hydremia is as- 
sociated with retention of salt in the body. In 
the pre-eclamptie stage there is always an in- 
crease of hydremia and a marked retention of 
chloride, hence the amount of chlorides in the 
body should be lessened. The speaker referred 
to the recent work of Harding and Van Nott on 
the salt-free diet treatment of pre-eclamptic pa- 
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tients. These authors found that in patients 
manifesting pre-eclamptic symptoms, a diet high 
in protein or fat but salt-free produced no ag- 
gravation of symptoms. On the contrary it 
induced clinical improvement. Professor Hendry 
then outlined the treatment given to pre-eclamp- 
ties at the Burnside Hospital, Toronto. The pa- 
tient is isolated. A mixed but salt-free diet is 
given until the chlorides reach a normal level. 
A careful record is kept of the intake and output 
of fluids. The specific gravity of the urine is 
watched. 

In the treatment of eclampsia there are two 
opposing schools, namely the conservative and 
the radical. Of the two it may be said that the 
conservative methods of treatment yield the best 
results. This depends on keeping the patient 
absolutely at rest; morphine sulphate is admin- 
istered hypodermiecally, the size of the dose de- 
pending on the size of the patient. One half 
grain is the average amount to be given as an 
initial dose. The Stroganoff treatment includes 
the administration of a small amount of chlero- 
form, whilst the patient is being prepared and 
whilst waiting for the hypodermic of morphine. 
The patient should on no account be moved 
without a little chloroform. This is one of the 
essentials of success. 

Under the influence of chloroform the stom- 
ach should be washed out and an ounce of 
magnesium sulphate left in. It may be wise to 
clear out the colon by means of an enema. As 
to emptying the uterus medicinal means are the 
best, and this object can best be secured by the 
use of pituitary extract. To induce labour half 
a ¢.c. of pituitary extract should be given intra- 
muscularly every half hour for six doses. The 
use of bougies is dangerous and when used may 
give poor results. Accouchement force is always 
attended with certain dangers especially with 
the production of shock. With Cesarean section 
there is much less shock. Vaginal hysterotomy 
Professor Hendry has sometimes found to be a 
valuable means of emptying the uterus. 

Dr. Graham followed with an excellent address 
on ‘‘Types of heart disease’’ in which he called 
attention to the great number of deaths from 
heart disease. He emphasized the importance of 
heart disease in children, and called attention to 
its early clinical signs, to which he said greater 
attention should be paid by both mother and by 
school physicians, so that early cases may be 
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brought to light and properly cared for. In 
the prevention and treatment of rheumatic fever 
and its complications controlled rest played an 
all important part. Researches at the Rocke- 
feller Institute demonstrated that patients with 
rheumatic fever should spend two to three 
months in bed in the hospital with absolute rest 
in all early cases. The salicylates undoubtedly 
are the most important drugs we possess in the 
way of medicinal treatment. Sore throat is 
often an early manifestation of rheumatic in- 
fection and the tonsils would appear to be por- 
tals of entry for the infective agent. Professor 
Graham considers tonsillectomy as of value 
where there is any evidence of septic infection. 
When there is a history of recurring attacks of 
tonsillitis the tonsils should be removed but he 
considers it better to wait until the disease is 
under control before removing them as there is 
danger from nephritis arising from infective 
embolism. 

In the succeeding series of lectures Dr. Grant 
discussed ‘‘Injury to the shoulder joint,’’ Pro- 
fessor Hendry spoke on ‘‘ Aids to labour,’’ and 
Professor Graham took up the question of ‘‘ Dis- 
eases of the upper mediastinum.’’ 

G. E. LEARMONTH 


STRUCTURE OF NEURONE JUNCTIONS 


Two papers are contributed to the Australian 
Journal of Experimental Biology and Medical 
Science, June, 1926, by O. W. Tiegs. Tiegs dis- 
putes the adequacy of the commonly accepted 
conception of the neurone, maintaining that it 
does not explain certain features of the be- 
haviour of the central nervous system which are 
explicable, if we assume the existence of numer- 
ous conducting paths within individual neurones. 
He declares that his investigations show that, so 
far as the microscope can reveal, the mode of 
termination of neurones on all the spinal cord 
cells is the same, and no such thing as a ramify- 
ing, discontinuous synapse exists. His conclu- 
sions are that the fine collaterals that enter the 
gray matter from the white matter of the spinal 
cord converge upon and penetrate the dendrites 
of the nerve cells of the gray matter, and are 
continuous with and undistinguishable from the 
neurofibrils of the nerve cells; that on entering 
a nerve cell they pass independently of one an- 
other, as the neurofibrils, toward the middle of 
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the cell, where they anastomose; from this anas- 
tomosing system a small number of neurofibrils 
arise which emerge through the axone; the anas- 
tomosing system appears to be the seat of the 
nervous integration, with the component phe- 
nomena of summation, inhibition, fatigue, delay, 
one-directional conduction, ete. It will be noted 
that this differs from the conceptions of neurone 
continuity advanced by Gerlach, Golgi and Nan- 
sen, and Bethe. Tiegs considers that dendrites 
are relatively short structures, and that the 
greater portion of the enormous ‘‘dendrites’’ 
made apparent by the Golgi method are bundles 
of neurofibrille whose real nature is obscured 
through a defect in the method of staining. 
W. H. Hattie 


A DOCTOR’S SIGNBOARD 
T'o the Editor: 
Sir,—I send you a photograph of an early 
17th century doctor’s signboard, which is 


preserved at the Royal College of Surgeons. 
It formerly belonged to the late Mr. Manley 


TuHE SURGEON AND THE SEVEN SURGICAL OPERATIONS 


Sims, F.R.C.S., and was brought to London 
from Poole, where, presumably, it had been in 
use. In the centre of the panel, which is of 
wood, painted, stands the doctor himself, sur- 
rounded by the seven surgical operations: 
Left—bleeding, amputation, dentistry; Centre 
—examination of urine; Right—reduction of 
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dislocation of shoulder; examination of tumour 
of breast. The subject of the final scene is 
uneertain, but it seems to represent ‘‘First aid 
after duelling or fighting.’’ The inscription 
beneath translated, signifies: ‘‘God created 
medicine out of the earth and the prudent man 
will not withhold from it. A.D. 1623.’’ The 


1279 


panel is comparable to some of the highly 
ornamented overmantels of the West Country. 
That the craftsman who carved it had an eye 
for design is shown by the use made of drug 
jars as a background, and the selection of the 
only bed-side scene to surmount the centre panel. 
(Country Life, May 4, 1924). ZESCULAP 


Annual Meetings 
ALBERTA MEDICAL ASSOCIATION 


ANNUAL MERTING 


The annual meeting of the Alberta Medical 
Association held in Edmonton, September 8th, 9th 
and 10th, was one of the best and altogether most 
satisfactory meetings ever held in Alberta, par- 
ticularly from the standpoint of the general prac- 
titioner. Over one hundred and fifty delegates 
were registered, and the sessions were well at- 
tended throughout the three days, great interest 
being shown by those present in the excellent 
series of papers presented. The meetings were 
held in the lecture theatre of the University Med- 
ical Building, which provided satisfactory accom- 
modation for lantern slides and other means of 
illustrating the subjects under consideration. 

While a large number of excellent papers were 
contributed by members of the Alberta Associa- 
tion, it is no disparagement to say that the chief 
interest centred round the subjects discussed by 
the eminent men from the Eastern Provinces and 
the Motherland. From Great Britain came Sir 
Henry Gauvain, of “The Lord Mayor Treloar 
Cripples Hospital’? Alton, England. His paper 
on orthopedic surgery was illustrated by lantern 
slides of cases treated, which showed results 
bordering on the miraculous, in what appeared to 
be almost hopeless cases of spine and hip disease. 
These marvellous results in the alleviation and 
cure of such conditions, were obtained without 
surgical procedure or bone grafting, which Sir 
Henry deprecates in children. His second ad- 
dress was largely confined to a clinic on a number 
of crippled children brought in from the hospitals 
of the city and his methods of examination and 
diagnosis were demonstrated in a most practical 
manner. In the course of his remarks Sir Henry 
discussed in a most interesting way the benefits 
of sunlight and ultra-violet rays in the treatment 
of disease, and the remarkable results on the 
metabolism of the body resulting from cold sea 
water baths and exposure of the body to the open 


air. Sir Henry while in Edmonton, was the guest 
of the Women’s Canadian Club and gave an 
address before the members, descriptive of the 
treatment of crippled children. 

From Kingston, Ontario, came Dr. R. R. 
MacGregor, Assistant Professor of Medicine in 
charge of Pediatrics in Queen’s University, whose 
very practical and interesting talks on ‘The 
common nutritional disturbances of infancy as 
observed in practice,’ and “‘Pyelitis in infancy” 
were much appreciated. 

The surgical side of medicine was well repre- 
sented by Dr. Fraser Gurd, Associate in Surgery, 
McGill University, Montreal, whose paper on 
“Treatment of Fractures involving the ankle 
joint,” illustrated by lantern slides was produc- 
tive of much favourable comment. The discus- 
sion which followed was led by Dr. W. A. Wilson, 
Edmonton. Dr. Gurd’s second subject was “ Em- 
pyema, acute and chronic.” ‘The subject was 
handled in a very thorough manner. The dis- 
cussion which followed was led by Dr. M. 
MacKay, Edmonton, and Dr. Ross of Drumheller. 

Dr. G. C. Hale, Professor of Medicine, Western 
University Medical School, London, Ontario, took 
for the subject of his addresses “ Nephritis from 
the standpoint of the general practitioner,” “‘The 
patient complains of dyspepsia,” and ‘‘ Functional 
and organic heart disease.” Much practical 
knowledge and information in the diagnosis and 
treatment of these common conditions, was af- 
forded those who had the privilege of hearing him. 

The following papers were read by members of 
the Alberta Association during the convention. 

“Chronic metritis” by Dr. L. C. Conn, Pro- 
fessor of Obstetrics and Gynzcology of the Uni- 
versity of Alberta. This was illustrated by a 
series of beautifully stained and developed slides, 
shown on the screen by Dr. Leone McGregor, 
the assistant pathologist of the University. The 
discussion which followed was led by Dr. Parsons 
of Red Deer and Dr. J. S. McEachern of Calgary. 

“Mortality in appendicitis” by Dr. A. R. Young 
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and Dr. A. E. Archer of Lamont, Alberta, evoked 
much interest and discussion led by Dr. Edgar 
Allin, Edmonton. A series of cases numbering 
two hundred and forty-five were given in which 
the deaths had numbered three or slightly over 
1 per cent. 

“Hay fever” by Dr. O. Boyd, Medicine Hat, was 
discussed by Dr. Heber Jamieson, Edmonton, and 
Dr. W. S. Galbraith, Lethbridge. 

Dr. E. H. Cooke, Superintendent of the Alberta 
Mental Hospital at Ponoka, read a paper on the 
“Malarial treatment for general paresis of the 
insane,’’ in which he stated. that while there was 
an element of danger to life involved in the 
treatment, the beneficial results obtained in many 
cases fully justified any patient in taking the 
treatment, which might bring to him a greatly 
increased expectancy of life, if not complete ces- 
sation of progress of the disease and subsequent 
cure. In untreated cases the expectancy of life, 
is, at the best of very short duration and, there- 
fore, the benefit to the majority, who react 
favourably to the treatment quite justifies the 
risk to the minority who react unfavourably, or 
die following inoculation. Careful records are being 
kept of the cases treated by Dr. Cooke and further 


investigations are being made of this interesting 


discovery in the treatment of the insane. Dr. 
H. H. Hepburn of Edmonton led the discussion 
which followed. 

“The elimination of the chronicaily discharg- 
ing ear,” by Dr. Norman Allin, of Edmonton, 
brought out an interesting discussion, partici- 
pated in by Drs. Scanlon, McGibbon, Jamieson 
and W. N. Condell, of Edmonton 

“Poliomyelitis with particular reference to the 
epidemic in Calgary district in 1924,” by Dr. 
G. A. Anderson, of Calgary, was taken as read, 
Dr. Anderson being unable to be present. 

“Some points in early treatment of infantile 
paraiysis,”” by Dr. Hastings Mewburn, Lecturer 
in orthopedic surgery, University of Alberta, was 
discussed by Drs. W. Merritt and R. B. Dean, of 
Calgary. Treatment directed toward preventing 
or lessening deformity was fully explained. 

“The present status of the x-ray examination 
of the gall bladder,” by Dr. R. B. Mooney, of 
Edmonton, was illustrated on the screen in a 
very graphic way, and the discussion following 
was led by Dr. W. S. Quint, of Calgary. 

“The surgical treatment of spastic paralysis,” 
by Dr. J. F. Folinsbee, of Edmonton, empha- 
sized the importance of early surgical treatment. 
It was discussed by Dr. D. B. Leitch and Dr. 
MacGregor, of Kingston. 
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A paper on “Perforated ulcer of Meckel’s 
diverticulum,” by Dr. A. L. McCalla, of Calgary, 
presented interesting facts regarding the mucosa 
of Meckel’s diverticulum, which he stated to be 
similar to the gastric mucosa; and that an ulcer 
of the diverticulum may be associated with gastric 
ulcer. 

“Prostatism, with a report of one hundred 
cases treated,” was the title of the paper pre- 
sented by Dr. Emerson Smith, of Edmonton, 
Lecturer in genito-urinary surgery, University 
of Alberta. In this paper the treatment of pros- 
tate conditions was fully described. The results 
in the one hundred cases showed a mortality of 
only 4 per cent 

A special feature of the convention were the 
two x-ray exhibits by Dr. G. H. Malcolmson and 
Dr. R. Proctor, of Edmonton. A _ pathological 
exhibit in charge of Dr. Harold Vango, Associate 
Professor of Pathology, University of Alberta, was 
also a subject of much interest. 

During the convention the delegates were in- 
vited to a Board of Trade luncheon at the Mac- 
donald Hotel, were entertained at a Garden 
Party and reception at Government House by 
His Honour the Lieutenant Governor Dr. W. 
Egbert, and at the annual banquet at the Mac- 
donald Hotel given by the Academy of Medicine. 
At the latter Dr. T. C. Routley, Secretary of the 
Canadian Medical Association was the chief 
speaker. Dr. Routley also addressed the Can- 
adian Club at a noon luncheon, giving a specially 
inspiring talk on ‘‘ Health—our greatest Canadian 
asset.”” At the close of the meeting a golf com- 
petition was held, participated in by some of the 
visiting delegates. Special credit is due to the 
President, Dr. Irving Bell, the Secretary, Dr. 
Scanlon, and the Committee in charge for the 
success of this meeting. 

For the coming year the officers elected are: 


Hon. President— Lieutenant Governor Egbert; 
Past President— Dr. Irving Bell, Edmonton; 
President— Dr. W. Merritt, Calgary; 
1st Vice President— Dr Scanlon, Edmonton; 
2nd Vice President Dr. Campbell, Lethbridge; 
Secretary— . Dr. Learmonth, Calgary; 
Treasurer— . Ross, Drumheller. 
Executive— 5 Boyd, Medicine Hat; 
. Leitch, Edmonton; 
. Henry, Fort Saskatchewan; 
. Nordbye, Camrose. 
. Archer, Lamont ; 
Dr. G. Johnson, Calgary; 
. W. G. Anderson, Wardlow; 
. Munro, Edmonton; 
. Gershaw, Medicine Hat. 
. Learmonth, Calgary, Chairman; 
. H. Orr, Edmonton; 
. H. C. Dixon, Medicine Hat; 
. T. H. Whitelaw, Edmonton; 
- Campbell, Lethbridge. 


T. H. Wurretaw 


C.M.A. Executive— 


Editorial— 
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Obituaries 


Dr. J. G Adami. We are confident that every 
member of the profession not only throughout Canada, 
but throughout North America will learn with regret 
of the death of Professor Adami, formerly of McGill 
University, recently Vice-Chancellor of the University 
of Liverpool. He died in a nursing home on the 29th 
of last month in, the sixty-fifth year of his age. For 
the past two years his health had given cause for 
much anxiety to his friends and although an improve- 
ment had taken place last spring it was not main- 
tained, and for some time past there had been little 
hope of his recovery. 

He was educated in Manchester at Owens College and 
proceeded thence with a scholarship to Christ’s College, 
Cambridge, and there took the Natural Science tripos 
and was the Darwin prizeman in his year. He then 
visited the more important schools on the continent, 
worked with Roux in Paris, and with Heidenhain in 
Breslau. Later he returned to Cambridge where he 
became demonstrator of pathology and was elected a 
fellow of Jesus College. There he carried out research 
work in comparative pathology under Michael Foster 
and Roy and established his reputation as a coming 
man. He was just thirty when he accepted the 
position of Strathcona Professor of Pathology and 
Bacteriology at McGill University, Montreal, and 
immediately made a name for himself by his clear and 
thorough methods of dealing in class room and laboratory 
with the then developing subject of pathology. He 
showed great keenness for his work and ready sym- 
pathy with all other workers whatever their grade with 
whom he came in contact. 


DR. J. G. ADAMI 


Adami was selected by Clifford Allbutt to write 
on the subject of inflammation in his System of 
Medicime and produced an article which was recognized 
as an outstanding feature for the commencement of 
that great compendium. A noted Fnglish teacher used 
to urge all his pupils to read Cohnheim, but wrote 
afterwards ‘‘Cohnheim is long and students are 
impatient’’ adding that, ‘‘1t was better to press upon 
them Adami’s article on inflammation for they would 


find there, equally well and much more briefly, a 
description of how they should think about disease 
and obtain a proper outlook upon pathology.’’ 

Adami, however, more effectually made his reputation 
by his first volume on the Principles of Pathology, an 
early attempt to develop pathology as a science. The 
Lancet in a recent issue states that in Adami’s old 
university Professor Dean has begun his first course in 
advanced pathology in the Natura: Science school along 
the lines adumbrated by Adami, and at Montreal 
Adami’s successor does not hesitate to weave Adami’s 
classical philosophy into his pathological discourses. 
Adami’s views were sound and in the end will 
prevail.* 

Four years later there appeared the Text-Book 
of Pathology by Adami, assisted by his then colleague 
John McCrae— a single volume which became rapidly 
popular, and has been issued in a revised and enlarged 
form. 

During the war Adami served in the Canadian 
Army Medical Corps, was eventually made assistant 
director of medical services, and became the historical] 
recorder of the medical services of the Canadian 
Expeditionary Force. His history, the first instalment 
of which appeared in 1918, was based as much upon 
the diaries of individual medical officers as upon 
official documents. The Corps were fortunate in their 
biographer for Adami while occasionally calling 
attention to defects in the official records, supplied 
in his Story of the Canadian Army Medical Corps, 
1919, a most interesting historical account of many of 
the most important incidents in the war in which the 
Corps took a prominent place. 

Adami received many academic distinctions. He 
was made an F.R.S. in 1905, F.R.C.P. London 1913, 
F.R.C.S. England in 1919, and was similarly honoured 
in Scotland. He was an honorary M.D. of three 
universities and an LL.D. of three others. He was a 
past president of the Association of American 
Physicians, and Fothergillian Medalist of the Medical 
Society of London. In Canada while he carried on 
his professional duties he found time to preside over 
many public associations for the general good. He 
was a. prolific and valuable contributor all through 
his career to scientific journals and to the transactions 
of learned societies. 

He was twice married, first to Mary, daughter of 
J. A. Cantlie, Esq. of Montreal, by whom he had 
three children, two of whom are still living, and 
secondly four years ago to Marie, daughter of the 
Revd. Thomas Wilkinson, vicar of Litherland, who 
survives him. 


A PERSONAL APPRECIATION FROM Dr. C. F. Martin 
DEAN OF THE FACULTY OF MEDICINE, 
McGiLtL UNIVERSITY 


To those of his contemporaries at MeGill Univer- 
sity the loss of Dr. Adami will be a very personal 
one. Infrequent as were his visits in recent years, 
he was constantly in touch with many of his 
colleagues, and never ceased to take a vital interest 
in the Medical School. 

It was not long after his arrival as a very young 
Professor of Pathology at this university that Adami 
showed an unusual capacity to inspire those about him 
with a zeal for work, an enthusiasm for research, and 
a very real desire to advance the interests of medical 
education. Those were happy days indeed for the 
small group who gathered about him in lecture room and 


* Lancet, Sept. 4, page 523. 





1282 


laboratory. Fortunate, too, were those whose privilege 
it was to attend the Lister Club, organized by Adami and 
his associate, Wyatt Johnston. It was at these fort- 
nightly meetings, to which were invited those who were 
enthusiastic about research, that he displayed his rare 
charm, and there were few scientific subjects introduced 
by the members upon which he was unable to speak with 
author:ty. 

The Medicai Society, the Medical Journal, and the 
Faculty itself soon showed the beneficial effect of 
the workings of his brilliant mind. Adami was 
present at every meeting with some new idea to help 
the general cause; his voluminous contributions to 
literature showed the diversity of his mind. Not 
only was he interested in his own special subject. 
but he was ever ready with suggestions which were 
of benefit to the cause of education, community 
welfare and general culture. 

He was a prolific writer, and his facile pen, his 
easy style and his approach to every subject were 
comparable to that of Osler. While he made few 
original contributions to science he had the ability 
to give to the world a new light on many subjects 
hitherto ill understood. His monograph on Inflamma- 
tion written shortly after his arrival in McGill was 
a classic, and his text-book on General and Systematic 
Pathology—written many years ago—still lives as a 
testimony to his genius as a compiler and exponent 
of medical lore. 


A LETTER OF APPRECIATION FROM PROFESSOR A. G. 
NICHOLLS OF DALHOUSIE UNIVERSITY, HALIFAX 


To those of us who knew Professor Adami at all 
well, the news of his passing brought profound regret 
and a sense of deep personal loss. Coming to McGill 
in 1893, during his twenty years of professorship he 
cut his mark deep on the scientific and social life of 
the city and university. During a large part of this 
time the writer had the inestimable privilege of close 
association with him; first as pupil, and later as 
Assistant Professor in the Department of Pathology, 
and this contact, he is glad to confess, did much to 
mould his own subsequent career. 


Adami’s lectures were a revelation and delight 
in those early days; sufficiently learned, but delivered 
with a light, even piquant, touch, which did much to 
drive the lessons home. During his régime pathology 
and morbid anatomy were taught as they never had 
been taught before. A splendid pathological museum 
was built up. The medical student had, beyond 
question, the science of medicine ground into him in 
a very thorough manner. The institution of Research 
Fellowships in Pathology at McGill was due to Adami’s 
wise initiative. 

During his McGill period Adami could hardly be 
called a great research man. Indeed, his reputation 
in that particular was made before he came to 
Canada. His work on the physiology and pathology 
of the mammalian heart, undertaken with his teacher, 
Roy of Cambridge, remains a classic. He had, how- 
ever, the valuable gift of enthusing others, and under 
his direction much useful work was done in his 
laboratories. His chief achievement in this direction 
was the development of the doctrine of ‘‘subinfec- 
tion,’’ which his studies and those of his associates 
did much to establish on a firm basis. The points 
that struck one most about Adami were, his wide 
reading, his powers of generalization, and his bound- 
less energy. Without neglecting his academic duties, 
he found time to take a leading part in many of the 
social and philanthropic activities of Montreal—town 
planning, child-welfare, and the tuberculosis cam 
paign, to mention only some. His points of contact 
were many. We might well apply to him the famous 
line ‘‘Homo sum, nihil humanum a me alienum puto.’’ 


THE CANADIAN MEDICAL. ASSOCIATION JOURNAL 


He never was too busy to give the helpful hand, or a 
word of encouragement. 

Adami was always in demand as a lecturer on 
medical topics, and his Middleton-Goldsmith lectures 
on inflammation may be taken as a good example of 
his style and method. 


Undoubtedly, his outstanding achievement was 
the production of his text-book, Principles of Pathology, 
in the preparation of which the writer had the good 
fortune to be closely associated with him. This work 
struck a new note in text-books of pathology. Getting 
away from the ‘‘regional’’, or ‘‘systemic’’ method 
of construction, it was based on the cell. Virchow’s 
Cellular Pathology undoubtedly gave the key-note, but 
Adami’s handling was original and developed in a way 
that had never been attempted before. In my judg- 
ment, his treatment of the problems of general 
pathology was scientific, logical, and coherent. It was 
left for him to create a ‘‘ philosophy of disease’’, that 
was in harmony with modern progress, and that was 
satisfying. His classification of tumours was a brave 
attempt to replace the unsatisfactory ideas of the past 
by something better, to substitute an embryological 
basis for the prevalent topographical schemes. In read- 
ing this work one cannot fail to be struck with the 
author’s wide grasp of his subject and his extensive 
acquaintance with its literature. 

Of Adami as a man, I could write much. But 
many others also knew him well. Bright and genial 
in his manner, he was an ideal host. His home reflected 
to a degree his artistic sense. He had a hobby, as 
everyone shculd have. His was porcelain. His collec- 
tion was choice, and his knowledge of this subject was 
deep. The impression he created was that of the 
scholar, who, at the same time, was the littérateur and 
man-of-the-world. His bonhomie was delightful. 


AN APPRECIATION FROM PROFESSOR Horst OERTEL, 
OF McGILL UNIVERSITY 


Death has removed from the scientific world 
J. George Adami, the first Professor of Pathology at 
McGill University and during the last seven years of 
his life Vice-Chancellor of the University of Liverpool. 
Dr. Adami brought to the new chair of pathology at 
McGill distinction and recognition through a resource- 
ful mind, enthusiastic industry and as an appealing 
writer. His lasting merit is to be found in a wider 
and broader approach and interpretation of patho- 
logical problems than is usual in the ‘‘school 
pathologist’’. He thus stepped beyond the common 
personal questions and interests of diseased life and 
made serious efforts to place them within the general 
biological field. His monograph on ‘‘Inflammation’’ 
and his book on the General Principles of Pathology 
are his outstanding contributions in this regard. 
When his enthusiasm and an occasional, and perhaps 
quite natural, lack of deeper penetration in particular 
lines at. times invited criticism, it should be remem- 
bered that these had a perfectly legitimate basis in 
the desire to leave the narrow paths of traditional 
pathology, and to recognize it as a science which 
derives light from, but also reflects light upon, other 
sciences. 


His manifold public activities, which unfortunately 
obliged him to dissipate some of his energies during 
his later years, arose also out of a laudable attempt 
to extend the experiences of the investigator of 
diseased life, from the narrow sphere of laboratory 
and sick room, to a more general public use and 
welfare. He displayed an extraordinary ability to 
embark upon new lines and to adapt himself to new 
and changing circumstances. His personal and social 
qualifications, and his spicy, well put lectures and 
addresses will not soon be forgotten by his students 
and by his associates. 
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James Wilford Good, M.B., L.R.C.P. (Edin.), 
F.A.C.S. An outstanding figure among medical men 
of western Canada passed away in the person of Dr. 
J. Wilford Good who died at Vancouver on September 
lst and was buried at Brandon, Man. on September 
7th. 

Dr. Good came to Winnipeg in 1879. only a few 
years after the settlement had changed its name from 
Fort Garry. He was one of the original incorporators, 
in 1883, of the Manitoba Medical College, and 
succeeded the late Dr. James Kerr as Dean four years 
later. 

He was for many years Professor of Surgery in 
that: institution, now the Medical Faculty of the 
University of Manitoba, but he showed the originality 
of his mind by becoming the first medical man in 
the west to specialize, and chose for his field the 
diseases of the eye, ear, nose and throat. The late 
Dr. Gordon Bell was associated in practice with him 
for a time. All through the period of his residence 
in Winnipeg Dr. Good was a foremost figure in 
medical, educational and social circles. 


Of a stirring and adventurous disposition he felt 
the lure of the Yukon im 1898 and left Winnipeg 
to practise in Dawson City for three or four years. 
The late Maj. Gen. Steele in his book, Forty Years in 
Canada, paid a compliment to Dr. Good as health 
officer which is worth quoting: ‘‘His duties were 
multifarious; there was much to be done. He was 
determined there should not be another epidemic of 
typhoid and mone occurred. The doctor was every- 
where; he inspected the water supply and the food, 


JAMES WILFORD GOOD, M.B., 
L.R.C.P. (EDIN.), F.A.C.S. 


and prosecuted those who were guilty of keeping 
supplies of inferior quality. As he said himself with 
the usual merry twinkle in his eye, ‘‘he led a useful 
and active life,’ which resulted in reducing the numbers 
of sick to one tenth of what they had been the previous 
year.’ 

When the gold rush was over he returned to 
Winnipeg, and resumed his specialty in which he 
associated himself with Dr. Thos. Turnbull. He made 
frequent trips to European and American clinics in 
order to keep in touch with the latest developments. 
Once he visited India in order to see Lt.-Col. Henry 
Smith, I.M.S., operate on cataract. When the war 
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broke out he volunteered for service in spite of ad- 
vanced years. Not being immediately accepted he 
offered his services to the French Red Cross. In 1916 
he was appointed as a specialist and served in England 
for some time. 

Shortly after the close of the war he left Win- 
nipeg to reside in Vancouver but mever lost his 
interest in the place where he had played so large a 
part for forty years and which he had seen grow from 
a frontier town to the third city in Canada. 

Ross MITCHELL 


The following appreciation of the late Dr. Good is 
from the pen of Dr. R. J. Blanchard, Emeritus 
Professor of Surgery in the University of Manitoba. 


His death removes one who held a high place in 
the estimation of those medical contemporaries who 
shared with him the medical practice of the city of 
Winnipeg. He graduated from Trinity College, 
Toronto, in 1877 and after a course of study in 
Scotland began practice in this city in 1879. Although 
since the close of the war he resided in Vancouver, 
he was essentially a Winnipegger, and took an im- 
portant part in the evolution of medical institutions 
in this city during forty years while it was increasing 
in population from seven thousand to two hundred 
thousand. 

He was a strong man mentally and physically and 
devoted himself persistently to the acquirement of 
knowledge by critical observation, of cases in his own 
practice and by courses of study in the chief medical 
clinics of Europe. For this purpose he acquired a 
knowledge of the German language. 


Dr. Good was distinguished from the conventional 
type by characteristics all his own. He was eccentric 


in his dislike of gratitude, or rather any expression 


of gratitude on the part of his patients and would 
ward it off by some brusque or humorous remark. 
All his emotions were camouflaged. A _ thoughtful 
temperament was concealed with current humour. One 
recalls how on many occasions he relieved the dull 
routine of faculty dinners of long ago. 

His wit never failed but through it all, he rarely 
indulged in satire and then the point was usually 
against himself. One had to know him intimately to 
discover that he was deeply interested in problems which 
he rarely touched on in ordinary conversation. 


It may be truly said that Dr. Good belonged to the 
best type cf physician, the type who endeavour to 
perfect their knowledge of medicine and devote their 
time to the relief of suffering with little regard for 
financial rewards. 


William Gardner, M.D. We regret to announce 
the death September 20th, of Dr. William Gardner, 
late Professor of Gynecology and Obstetrics in 
McGill University. Born in the county of Beau- 
harnois, he received his early education at Hunt- 
ingdon Academy, going from there to MeGill Uni- 
versity where he graduated from the Faculty of 
Medicine as an honour student in 1866. After gradua- 
tion he commenced general practice in the city. In 
1870 he was offered and accepted the chair of Medical 
Jurisprudence in the School of Medicine in Montreal, 
just opening in connection with Bishop’s University, 
Lennoxville, a position which he retained for five 
years when he accepted a similar position in McGill 
Faculty of Medicine. In 1883 he was appointed 
as Professor of Gynecology at McGill, a position 
which he held until 1910. He was elected president 
of the Medico-Chirurgical Society of Montreal in 
1888, a position which he occupied with distinction 
for some years. He was actively connected with the 
Art Association of Montreal for many years and 
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served as its president in 1903. He was also a past- 
president of the Alliance Francaise. In 1882 he 
married Miss Cantin, daughter of the late Augustin 
Cantin of Montreal, who died seven years ago. 


WILLIAM GARDNER, M.D. 


AN APPRECIATION BY W. W. CHIPMAN, B.A., M.D., 


F.R.C.S. (EpDIN.), PROFESSOR OF OBSTETRICS 
AND GyYNZcCOLOGY, McGiLL UNIVERSITY 


Dr. William Gardner died at his home in Montreal, 
on Monday morning, the 20th of September, 1926. 
His illness was but a short one, and at the age of 
eighty-one, he quietly passed from among us. It can 
truly be said of him that he died as he had lived, in 
the same cheerful, courageous, and unostentatious 
spirit. 

His death marks almost the entire disappearance 
of his own medical age and generation; for of his 
contemporaries, on the medical staff of McGill Univer- 
sity, there are very few who still survive. He belonged 
to a distinguished medical generation—a generation 
of men who were famous, not only in Montreal and 
in Canada, buf who were recognized throughout the 
world. These men did much to elevate the tone of 
medical practice in this country, to improve the quality 
of service in our hospitals, and to add distinction to 
our medical schools. William Gardner was not the 
least among all these. 

There are several pictures of the man that rise 
before us. First, the boy on a farm, in the county 
of Beauharnois, the eldest of a large family; the 
studious boy with the admonition of his grandmother 
in his ears, ‘‘Laddie, laddie, dinna read sae much. 
Ye’ll jum’le yer judgment.’’ And then, at McGill, 
shy and studious still, and compelled to wait a year 
for the medical degree on account of his youth! And, 
after graduation, a time of general practice in this 
city! A large practice it soon became, by reason of 
his ability, his industry, and his kindness. Dr. 
Gardner never ceased to be a student, and he soon 
heightened these activities of general practice. We 
see him next in an academic position, as a Professor 
of Medical Jurisprudence, first at Bishop’s College, 
and afterward at McGill. In addition to this, he now 
began his surgical career in the Montreal General 
Hospital. He created there the Department of 
Gynecology, and, whatever this specialty may have 
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achieved in Canada, is largely owing to his endeavour. 
Lawson Tait, of Birmingham, the greatest gynecologist 
of that time, always spoke lovingly of William 
Gardner, as a post-graduate student. In 1885 Dr. 
Gardner was appointed the first Professor of Gynzxco- 
logy in McGill University, and ten years later, he 
became Gynecologist-in-Chief to the Royal Victoria 
Hospital. 


The above represents very shortly the successive 
phases of his professional life; and they all bear 
witness to an untiring zeal, and a painstaking devo- 
tion to his work. These high qualities were the 
outstanding marks of his surgical career, and they 
afford an ample explanation of his signal success. He 
was beloved alike by his students and his colleagues, 
for through his strict and unswerving loyalty there 
radiated always the quaint and kindly humour of his 
Scottish inheritance. 

Dr. Gardner was possessed of many interests 
outside of his profession. The French language always 
attracted him, and he became proficient in its use. 
He was widely travelled, was fond of books, and had 
a genuine love for pictures; his own private collec- 
tion affording him the utmost pleasure and gratifica- 
tion. At one time he was President of the Art 
Association of Montreal, and for many years served 
on its council. 


In 1882 he married Miss Cantin of this city, and 
to Mrs. Gardner was largely due the special charm 
of their home-life. Dr. Gardner’s social gifts were 
enhanced by those of his wife, and the influence of 
this home will be long remembered in Montreal. 


AN APPRECIATION BY F. J. SHEPHERD, M.D., 
LL.D., F.RB.C.S. 


I first met Dr. Wm. Gardner at the Montreal 
General Hospital in 1875 on my return from Europe 
to assume the duties of Demonstrator of Anatomy 
in McGill University. He had that year been ap- 
pointed Professor of Medical Jurisprudence, being 
transferred from Bishop’s College where he had held 
a similar position. He was then a general practi- 
tioner having his office in the west end of St. Joseph 
St. as it was then. He was a very dapper young man, 
clean shaven with small side whiskers, scrupulously 
dressed in frock coat and tall silk hat, very neat 
and smart looking. We became friends at once and 
continued so until his death. The 80’s have been 
called the ‘‘Golden Age’’ of the medical faculty of 
McGill, and he was one of the old guard which 
included Roddick, Ross, Osler, Buller and others. 
These men greatly enhanced the reputation of the 
McGill Medical Faculty, and made it known world 
wide. When first appointed gynecologist to the 
Montreal General Hospital in 1883, he did no abdo- 
minal operations, and it was not until after the 
British Association held its meeting here in 1884 
and where he met Mr. Lanson Tait, that he became 
an operating surgeon. Tait invited him to come over 
to Birmingham to act as his assistant for the winter 
of 1885; from there he returned a fully equipped 
abdominal surgeon. At this time gynecologists mostly 
applied pessaries and scraped and cauterized the 
cervix uteri. Before his appointment as gynecologist 
to the hospital and professor of gynecology in the 
university, he had been acting as physician to the 
outdoor department of the hospital. Up to 1883, 
Buller had been the only specialist. Now in 1883, 
Gardner in gynecology and George Major in diseases 
of the nose and throat were appointed. This was ° 
great advance. Gardner had soon a large clinie and 
did much operating. He established a private hospital 
on Union Avenue, and from that time until his re- 
tirement he was a very busy man, and had a wide 
and solid reputation amongst the profession for being 
a very careful operator with excellent judgment. 





OBITUARIES 


He was exceptionally particular about the cleanliness 
of himself, the patient, the instruments and assistants; 
at that time not a common quality. His results were 
of the best and his opinion as to the advisability of 
operation was much valued by his colleagues. All 
who knew Dr. Gardner appreciated his kindly disposi- 
tion, his charming manners, and his profound know- 
ledge of many subjects. He was a well read man 
both in French and English, and had a fine sense for 
art. His collection of pictures and books was select, 
and of high quality. He was a most valuable member 
of the council of the Montreal Art Association, and 
by his gifts and counsel promoted the interests of 
art in Montreal. I have travelled all over Europe 
with him, and we have visited together every public 
picture gallery in Italy, Germany, France, Spain and 
Russia, and a more intelligent and appreciative 
travelling companion no one could wish. He had 
his little peculiarities, and was always very Scotch, 
never liking to give himself away by a definite yes 
or no. No one could wish a better or truer friend 
in all weathers. He will be greatly missed by his 
many friends and congenial companions. His loss 
will also be much felt by his old students, and the 
many men he has trained in gynecological work, for 
he was an example to all of a skilful, upright, 
judicious, and cautious surgeon who never ran after 
new chimeras, but tested, weighed and deeply con- 
sidered all methods before he put them into practice. 


Dr. William Charles Laidlaw, Deputy Minister of 
Health, of the Province of Alberta, died on August 
15th. By his death the Canadian public health suffers 
a great loss. Although he contributed comparatively 
little to medical literature, he was well known and 
highly regarded not only in the Province of Alberta, 
but throughout the Dominion. He was ever alive to 


all that was new in the public health field, and helped 
by his ardour and encouragement to stimulate the 
work of his associates. 


DR. W. C. LAIDLAW 


Dr. Laidlaw was born in Stayner, Ontario, fifty- 
two years ago. He was educated at Upper Canada 
College and the University of Toronto, from which he 
graduated in medicine in 1895. At Toronto he was 
prominent in student activities and played quarter- 
back for the University of Toronto rugby team of his 
day. He was a member of the Zeta Psi fraternity. 
After graduation he spent a year with the Ontario 
government in the Institute for Mental Diseases at 
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Orillia and later went to Edinburgh for a year’s post- 
graduate study. 

He commenced practice in Edgar, Ontario, but 
this was interrupted by the call to arms for the South 
African war. He served through this campaign with 
great distinction and was awarded the distinguished 
conduct medal. After the war he returned to Canada 
and began practice at Carstairs, Alberta. He dis- 
played considerable interest in public health work and 
in 1912 was appointed Medical Officer of Health, for 
the Province of Alberta. 

In 1914 he again responded to the call of his 
country and left Canada as Medical Officer to the 4th 
Artillery Brigade. His talents were soon directed into 
his chosen field and he was given command of No. 1, 
sanitary section, later being promoted to the rank of 
major, and appointed advisor in sanitation to the 
Canadian corps. 

After the armistice, Dr. Laidlaw returned to his 
former position in Alberta, and in 1921 was appointed 
Deputy Minister of Health; a ministry of health hav- 
ing been created in the meantime. He took a deep 
interest in university affairs and was Associate Pro- 
fessor of Public Health, and also a member of the 
Senate of the University of Alberta. He was elected 
President of the Canadian Public Health Association 
in 1923. 

He was the most loyal of friends; always courte- 
ous, dignified and kindly in his judgment of others. 
He took a great human interest in everyone. He was 
punctual in his doings, always calm and collected and 
of excellent judgment. These qualities together with 
his power of expressing himself logically, and the 
moderation of his counsels made him a valued colleague 
and an unusually efficient Deputy Minister. His ser- 
vices were much sought for on committees of various 
sorts. He was a master of the art of pouring oil on 
troubled waters and most tactful. 

By his death the state is the poorer. The profes- 
sion and his friends are the better for having known him. 

He had been suffering from myocarditis for a few 
months and died during his sleep in the early morning 
of August 15, 1926, at his residence in Edmonton; his 
wife and daughter survive him. HAROLD ORR 


Dr. Charles Ernest Aikins, of Guysboro, N.S., 
died on the 31st of August at the age of thirty-eight. 
Dr. Aikins graduated at McGill in 1919. Some years 
ago he was appointed medical health officer for the 
municipality of Guysboro and in this capacity proved 
to be a valuable official. 


Dr. James Christie, who for nearly half a 
century, was a prominent and popular physician 
known to every resident of Saint John and who was 
associated in the founding of the General Public 
Hospital here, died at the Phillip’s House, Massa- 
chusetts General Hospital in Boston on Friday, 
September 10, 1926, at the age of ninety-six. His 
medical training was obtained at a medical school in 
Philadelphia. Shortly after his graduation, he served 
as an army surgeon throughout the civil war. After 
its close he returned to New Brunswick and located in 
Saint John where his connection with the hospital was 
continuous, first as a surgeon and then as a commissioner. 
He was a past president of thé New Brunswick Medical 
Society, and of the Saint John Medical Society and 
was a member of the Medical Council of New Brunswick. 
For the last six years he lived in Boston with his 
daughter. Word of his death was received with regret 
by his many friends in Saint John. 


Dr. Alphonsus Hilary Gannon, a graduate of 
Queen’s University, who had been practising for about 
ten years at New Waterford, N.S., died quite suddenly 
while visiting ut North Sydney on the 23rd of August. 
Dr. Gannon had not been in the best of health for 
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some time, but such an early termination to a career 
which promised much usefulness was not anticipated. 


Dr. L. A. Lamarche, Montreal, died at his home 
recently of acute indigestion. The deceased was in 
his fifty-fourth year. He was born of Canadian 
parents in Oakland, California, educated at L’Assomp- 
tion College and Laval University, and practised his 
profession for some years at St. Henri de Mascouche. 
He had recently established himself in Montreal. 


John Thomson, M. D., F.R.C.P., Edin. and Lond. 
LL.D., Consulting Physician to the Royal Hospital 
for Sick Children, Edinburgh. The medical profession 
has sustained a great loss in the death of Dr. John 
Thomson at his home in Edinburgh. Born within a 
few yards of the house in which he spent the best 
years of his life, Dr. Thomson was essentially an 
Edinburgh man. He was educated at the Edinburgh 
Academy and passed from there to the University, 
where he graduated in 1881. He acted as resident 
under Fraser and Annandale in the Royal Infirmary 
and later served on the staff of the Great Ormond 
Street Hospital for Children in London. His early 
work on pyloric stenosis, his interest in rickets and 
his later studies on mentally defective children had 
important practical as well as scientific results. The 
various cliniques and societies which mow deal with 
these none too easy problems of childhood received 
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a fresh stimulus from the inspiration of his work. 
At a comparatively early age recognition of his merit 
came in his appointment to the staff of the Sick 
Children’s Hospital and as university lecturer on the 
diseases of children. His Guide to the Clinical Study 
and Treatment of Sick Children is a masterly contribu- 
tion to the literature of the subject and may be taken 
as an example of what a text-book for practitioners 
and students should be: clear, concise and scholarly. 
Opening Doors a little book, written ‘‘for mothers of 
babies who are long in learning to behave like other 
children of their age’’ is full of encouragement and 
hope. It is a sympathetic revelation of the insight of 
an understanding mind into the feeling of mothers of 
those unfortunates. Dr. Thomson’s outstanding position 
as an authority received wide appreciation. The 
honorary degree of LL.D., was conferred upon him by 
his Alma Mater. The Royal College of Physicians, 
London, elected him to its jealously guarded honorary 
fellowship. He was an honorary member of the 
Canadian Society for the Study of Diseases of Children 
and the American Pediatric Society. It may be said 
of John Thomson that he devoted his life to the 
children. His wonderful ability and gentleness of 
character brought peace and a sense of rest to many 
a tiny bedside. He passes from our side as quietly 
as he lived among us, leaving a remembrance of an 
upright, kindly personality; the memory of a great and 
good physician. G.G 
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The Fifteenth Annual Report of the Manitoba 
Sanitarium for the year ending December 31, 1925, 
has been sent to us and provides interesting details 
of its work. The chief difficulty encountered has been 
the familiar one of making two ends meet, but it has 
by no means been more than a difficulty, and we are 
glad to learn that legislation has been invoked for a 
temporary solution of the financial question. 

On the whole the hospital has done an increased 
amount of work and has extended its achievements 
and influence, not only in the narrower sense of a 
hospital, but as a factor in medical and general health 
education in the province. 


The September number of the Vancouver Medical 
Association Bulletin contains interesting notes on the 
Department of Anesthesia in the Vancouver General 
Hospital, by Dr. D. D. Freeze, in charge of the 
department. Attention is called to the dangers atten- 
dant during the period of induction, and a salutary 
caution is given against the rapid administration. The 
anesthetist should not allow himself to be hurried by 
anyone in any case. 

Details are also given of a specimen of red snow 
brought in by Dr. F. C. Bell. This substance is only 
found at altitudes above 8,000 feet, the red colour 
being due to a small plant of the same group of 
alge as those that colour water green. The existence 
of this plant is an interesting example of the occurrence 
of life under conditions which to say the most are 
only just capable of supporting it. 


We have received Bulletin ‘No. 1 of the British 
Columbia Hospitals Association, being the proceedings 
of the 1925 convention held at Nanaimo in August, 
1925. This bulletin is concerned with the question of 
equipping a small hospital laboratory, and useful 
details are given by Drs. Hill and Coleman with regard 
to the essentials necessary for such equipment. The 


information contained in this bulletin would be of 
considerable value to anyone desirous of obtaining 
the essentials of laboratory equipment in a small 
hospital. 


We are in receipt of the League of Nations 
Publication No. 10, being the third annual report on 
the prevalence of infectious diseases throughout the 
world. This report is somewhat wider in scope than 
that of the two previous reports, as it contains, in 
addition to data for all diseases which are notifiable 
in each country, for 1925 and preceding years, 
statistics of births, deaths, infant mortality and 
deaths from selected causes in large towns. The 
number of administrations which regularly furnish 
reports of all notifiable infectious diseases in their 
respective countries has increased since the last re- 
port, and the information now published relates to 
69 per cent of the world’s population (Europe 99 per 
cent; Australasia 88 per cent; Africa 82 per cent; 
America 75 per cent, Asia 53 per cent.) 

The Bureau is also responsible for monthly epi- 
demiological reports which contain current information 
regarding the prevalence of thirteen of the most im- 
portant epidemic diseases. In order to provide a 
permanent record for future study of the prevalence 
and movements of epidemic diseases throughout the 
world, these data, which in some instances of 
necessity are provisional, are once a year sent for 
correction to various countries. The Bureau also 
receives weekly telegraphic information regarding the 
prevalence of plague, cholera, and smallpox and other 
unusual epidemic disease in 110 ports of Asia, 
Australasia and the East Coast of Africa. This infor- 
mation is broadcast in code throughout these areas 
each week and is cabled to Geneva, where it is 
incorporated in a Weekly Epidemiological Report 
which is sent by mail to all European and North 
African health administrations. 





NEWS 


GREAT BRITAIN 


Sir W. ARBUTHNOT LANE’s RESIGNATION 


The following statement has been issued by the 
deputy medical secretary of the British Medical 
Association : 

In the public press statements have appeared re- 
garding the British Medical Association and Sir William 
Arbuthnot Lane. Reports of Sir William Arbuthnot 
Lane’s resignation as a member of the British Medical 
Association, and the reasons given for such resignation, 
are apparently the cause of these statements. It may 
prevent a good deal of misunderstanding if I state 
officially that the association has had no correspondence 
whatsoever with Sir William Arbuthnot Lane, or con- 
cerning any of his actions since the latter part of the 
year 1925. 

The last incident with which the association was 
concerned was that referred to in the following para- 
graph which appeared in the Supplement to the British 
Medical Journal of December 5, 1925: ‘‘In some of the 
newspapers of June 6 last there appeared reports of a 
speech attributed to Sir Arbuthnot Lane and delivered 
at a luncheon given by the English-speaking Union to 
the American and Canadian doctors then visiting this 
country. The speech, as reported, included an attack 
on the status, the policy, and the proceedings of the 
central ethical committee of the British Medical 
Association. Sir Arbuthnot Lane’s attention was called 
to the newspaper reports, and this led to some correspon- 
dence between himself and the committee. The com- 
mittee desired that this correspondence should be pub- 
lished, but regrets that’ Sir Arbuthnot Lane has not 
given his assent to this proposal.’’ 

Sir William Arbuthnot Lane’s resignation was ten- 
dered in August, 1925, and accepted. 


A HARVEIAN TERCENTENARY 


At its last meeting the Royal College of Physicians 
of London resolved duly to celebrate in 1928 the 
tercentenary of the first publication of Harvey’s 
De Motu Cordis. This decision is amply justified by the 
importance of the occasion. Harvey’s investigation into 
the physiology of the circulation of the blood had, indeed, 
been brought to a successful conclusion nine years before 
the publication of this celebrated book, and the truth 
of his discoveries had been accepted by many of his 
colleagues. In his eloquent dedicatory letter to the 
President and Fellows he wrote: ‘‘ Having now for nine 
years and more confirmed these views by multiplied 
demonstrations in your presence, illustrated them by 
arguments, and freed them from the objections of the 
most learned and skilful anatomists, I at length yield 
to the request, I might say entreaties, of many, and 
here present them for general consideration in this 
treatise. ’’ 

Although there seems no reason to doubt that the 
Fellows of the College of Physicians were convinced 
by his arguments and demonstrations, it is remarkable 
how little evidence of their conviction is to be found in 
contemporary medical literature, or for a good many 
years afterwards. In the works of Glisson, for instance, 
the weight of the heavy hand of Galenical authority 
is everywhere manifest, and nowhere in them do we 
find evidence that he had understood and accepted the 
newly found truths. Yet it might have been expected 
that a physician of the intelligence and originality of 
the author of T'ractatus de Rachitide would have eagerly 
chee and promulgated Harvey’s views on the circu- 
ation. 

Among laymen, Dryden is one who pays a tribute 
to Harvey, but Cowley’s ode is-far more worthy of its 
subject and shows an appreciation of the circumstances 
which is quite surprising. 


‘¢Thus Harvey sought for truth in Truth’s own book 
—Creation—which by God Himself was writ; 
And wisely thought ’twas fit 
Not to read comments only upon it, 
But on th’ original itself to look. 
Methinks in Art’s great circle others stand 
Lock’d up together hand in hand: 
Everyone leads as he is led, 
The same bare path they tread, 
A dance like that of Fairies, a fantastic sound, 
With neither change of motion nor of ground. 
Had Harvey to this road confined his wit, 
His noble circle of the blood had been untrodden yet.’’ 


The little dark-complexioned physician was truly mag- 
nanimous. He wrote: ‘‘I would not charge with wilful 
falsehood any one who was sincerely anxious for truth, 
nor lay it to any one’s door as a crime that he had 
fallen into error. I avow myself the partisan of truth 
alone.’?’ In him was reincarnated the spirit which 
animated Aristotle, and which had long been dormant. 
He was a high priest of the God-of-things-as-they-are, 
and a forerunner of Hunter and Pasteur and Lister. 
As Professor Stirling has well said: ‘‘For all time he 
set the method, viz., that of experiment and induction, 
which has led to all modern progress in physiology.’’ 
Well may the College which he loved celebrate this 
tercentenary. (Editorial, Brit. Med. Jour., Aug. 14, 
1926). 


UNIVERSITY OF LONDON—THOMAS SMYTHE 
HuGHES FUND 

A grant of £20 has been made to Dr. K. N. 
G. Bailey towards the cost of investigation of certain 
strains of the B. coli. 

Negotiations are proceeding with the trustees of 
the Bedford Estate regarding the acquisition of a 
part of: the Bloomsbury site, and at its meeting on 
July 21st the Senate passed a resolution: 

That the Codrdination and Developments Com- 
mittee be authorized to take immediate steps to secure 
for the University the longest possible continuance of 
the temporary occupation of the Malet-street site, 
on the understanding that the Senate will be prepared 
to continue negotiations for the acquisition of so 
much of the Bloomsbury site as is practicable having 
regard to the urgent importance of increased accom- 
modation for the University at South Kensington. 


THE FUTURE OF VOLUNTARY HOSPITALS 


On August 6th the Minister of Health opened in 
Glasgow a new hospital for the treatment of ear, 
throat and nose diseases. In his speech Mr. Chamber- 
lain said that until the 13,000 additional beds which 
are needed in the voluntary hospitals of England, Wales, 
and Scotland are provided and the maintenance costs 
assured, the voluntary system would not have entirely 
consolidated its position. When he came to recast the 
Poor-law he hoped to devise a scheme which would 
enable the municipal hospitals, which contain 30,000 
beds, to work in close codperation with the voluntary 
institutions. He thought that ‘‘we might do worse 
than aim at the establishment of some central health 
authority in every district,’’ which would decide what 
hospital accommodation was necessary and make sure 
that it was forthcoming. 


LANCASHIRE’S FIGHT AGAINST TUBERCULOSIS 


The Rufford Pulmonary Hospital, near Ormskirk. 
was opened on August 5th. It was formerly Rufford 
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Hall and was bought by the county in 1919. The total 
cost of the hospital and estate was nearly £32,000, 
towards which about £8,000 was contributed by the 
Lancashire Insurance Committee and a substantial sum 
by the Ministry of Health. There is accommodation for 
fifty patients. Since the end of the war the tubercu- 
losis death-rate for Lancashire has fallen from 107 
per 100,000 of the population to 67 in 1925. Rufford 
makes another link in the county council’s chain of 
four pulmonary hospitals and three sanatoriums. The 
county tuberculosis death-rate is now lower than the 
general average for England and Wales. 


CANCER RESEARCH IN THE UNIVERSITY OF SHEFFIELD 


At a meeting of the Yorkshire Council of the 
British Empire Cancer Campaign held on July 26th it 
was agreed that the University of Sheffield should 
receive £10,000 over a period of five years for carrying 
out work on dietetics under the direction of Prof. E. 
Mellanby and with the approval of the Director of 
Cancer Research. Accommodation and full equipment 
will be provided out of this sum. Over £100,000 has 
now been subscribed to the Yorkshire Council of the 
British Empire Cancer Campaign, but £30,000 more is 
asked for. 


NOTIFICATION OF PUERPERAL PYREXIA 


An Order, dated July 31st, 1926, issued by the 
Ministry of Health, makes important new regulations 
regarding the notification to the sanitary authority of 
fever occurring in. the recently delivered woman. 
Puerperal fever, as it is rather loosely called, has been 
notifiable for the last twenty-five years, but, owing to 
the fact that the condition cannot be accurately defined 
since the disease is not specific in the sense that 
searlatina or diphtheria are specific, notification has 
been incomplete, with the result that the prevalence of 
puerperal infection is imperfectly known and measures 
for its prevention and effective treatment have been 
abortive. To some extent, too, the term ‘‘ puerperal 
fever’’ has been felt to be a slur upon the patient or 
her medical attendant. For these reasons the Ministry 
has decided to follow the advice of a representative 
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committee, which reported in February of last year, 
and to make it obligatory on the accoucheur to report 
any febrile condition occurring in a woman within 
twenty-one days after childbirth or miscarriage in which 
a temperature of 100.4° F. (38° C.) or more has been 
sustained during a period of twenty-four hours or has 
recurred during that period. This obligation is added 
for the present to the existing obligation to notify 
puerperal fever, for although it is intended to abolish 
the latter term altogether, this cannot be done without 
legislation to amend the Act of 1899. Puerperal pyrexia, 
as defined above, is now to be notified irrespective of 
the cause to which the fever may be attributed, the 
importance of securing adequate treatment in the early 
stages of puerperal infection outweighing the objection 
that the new rule will result in the reporting of a 
number of trivial cases. The Ministry has formed 
the impression that pyrexia during the puerperium is 
not infrequently looked upon as a comparatively’ unim- 
portant incident, and the circular impresses upon 
maternity institutions the fact, since illustrated so 
poignantly in the Kingston case, that the presence of 
infection, however slight in degree in a patient or in 
a member of the staff, should be considered as liable 
to give rise to an outbreak of virulent infection and 
should be dealt with accordingly. Local authorities are 
instructed to advise all practitioners within their area 
of the new duty imposed upon them and to supply them 
with forms on which to indicate whether assistance is 
desired in dealing with the case. 


An Order of Council has been issued altering the 
composition of the Committee of Privy Council for 
Medical Research, the ministerial body under which the 
Medical Research Council conduct their work. The 
Committee originally consisted of the Lord President 
of the Council, the Minister of Health (England and 
Wales), the Secretary for Scotland, and the Chief 
Secretary for Ireland, but the last-named office has 
become obsolete as a result of the changes in the 
government of Ireland. In view of this vacancy, and 
of the increasing relation of the Medical Research 
Council to research work in overseas parts of the 
Empire and in industrial medicine, the Secretaries of 
State for Home Affairs, for Dominion Affairs, and for 
the Colonies have now been added to the Committee. 


GENERAL 


EXTENSION OF St. BARTHOLOMEW’S HOospPITAL, 
ROCHESTER 


The buildings of this ancient institution, which was 
founded in 1078, reconstituted in 1858, and reopened in 
1863, are in certain respects inadequate, and a fund 
of £80,000 is being raised for necessary extensions. It 
is proposed to increase the number of beds from 105 
to 157, to enlarge the orthopedic and out-patients’ 
departments, to provide a self-contained theatre for 
minor operations in an improved casualty department, 
and new x-ray rooms, and to make other additions 
and improvements, including further accommodation for 
the nursing and domestic staffs. 


The Rogers prize, of the value of 150 guineas, for 
the best essay on the subject of ‘‘The treatment of the 
sick poor and the preservation of the health of the 
poor’’ has been awarded by the trustees (Sir John 


Rose Bradford, President of the Royal College of 
Physicians, and Dr. T. Vincent Dickinson, Master of 
the Society of Apothecaries) to Mr. Hugh J. McCurrich, 
M.S., M.B., F.R.C.S. Numerous essays, many of them 
of considerable merit, were received from different parts 


of the country and from as far afield as India and 
South Africa. 


Dr. Benjamin B. Watson, who recently resigned 
from the Sir James Young Simpson chair in obstetrics 
and gynecology in the University of Edinburgh, has 
accepted a similar chair in the college of physicians 
and surgeons of Columbia University. Dr. Watson will 
also be the director of the Sloane Maternity Hospital. 
He sueceeds in both positions the late Dr. William 
Studdiford. 


Nature reports further details of the will of the 
late Dr. J. E. Bles, who left all his scientific instru- 
ments, scientific books and the fittings and contents 
of his private laboratory to the University of Cam- 
bridge. Dr. Bles empowered his trustees to expend a 
sum, not exceeding £500, in completing any researches 
made by him and publishing the results of any re- 
searches not published at the time of his decease. The 
value of his estate was £42,677; failing issue, and sub- 
ject to his widow’s life interest and after certain be- 
quests, he left the residue of his property to the uni- 
versity for a professorship of animal embryology to 
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be called the Charles Darwin professorship and sub- 
ject thereto upon similar terms for a professorship of 
bio-physies. 


The second session of the Australasian Medical 
Congress (British Medical Association) will be held in 
Dunedin, New Zealand, in February, 1927. The scien- 
tific proceedings will be conducted in twelve sections, 
which will meet in the buildings of the Medical school, 
to which important additions are now being made. The 
President of the congress is Dr. L. E. Barnett, C.M.G., 
Emeritus Professor of Surgery in the University of 
Otago. The congress will be opened by Sir Charles 
Tergusson, Bt., Governor-General, on February 2nd, 
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and will continue until February 9th. Further par- 
ticulars can be obtained from Dr. W. P. Gowland, 
honorary general secretary, Australasian Medical Con- 
gress, Dunedin, New Zealand. 


We notice from a letter forwarded to us from 
Berlin that international post-graduate medical courses 
will be held in Berlin during the month of October. 
They will be organized under the direct supervision of 
the Medical Faculty of Berlin University. Instruction 
will be given in the various departments of internal 
medicine, in wology, and in other special departments. 

Further information may be obtained from Kaiserin- 
Friedrich Haus, Berlin, N.W.-6, Luisenplatz 2-4. 


NOVA SCOTIA 


An institution for the chronic insane of Kings 
County is under construction at Waterville. It has 
been designed to accommodate about sixty patients. 


The commissioners of the Soldiers’ Memorial 
Hospital, at Middleton, are considering the erection of a 
new wing to provide accommodation for maternity cases 
and an x-ray equipment. 


Dr. G..O. Hutchinson, after spending a few years 
in Toronto, has returned to his old practice at Gabarus. 


A summer carnival held at Kentville in August 
proved so successful that, when the accounting was 
finished, it was found that a credit balance of about 
$1,250.00 remained. It has been decided that this sum 
will be administered by a committee for the purpose of 


providing treatment of necessitous tuberculous patients 


at the Nova Scotia Sanatorium. The sum has been 
augmented by $150.00, the proceeds of a dance given by 
the Olympie Chapter, I.0.D.E., of Kentville. 


A conference of the Maritime Branch of the 
Catholic Hospital Association was held at St. Martha’s 
Hospital, Antigonish, on the first three days of Septem- 
ber, with Rev. Sister Anna Seaton, superintendent of the 
Halifax Infirmary, presiding. The several Catholic 
hospitals of the Maritime Provinces were well represented 
and among those who took part in the proceedings was 
the Rev. E. F. Garesche, S.J., secretary of the 
Catholic Hospitals Association of America. Drs. W. F. 
MacKinnon, of Antigonish, and George H. Murphy, of 
Halifax, also contributed to the programme. For the 
present year officers were elected as follows: President, 
Rev. Mother Audet, Hotel Dieu Hospital, Campbeliton, 
N. B.; Vice-Presidents, Rev. Mother Ignatius, St. 
Martha’s Hospital, Antigonish, Rev. Mother Frances, 
Loyola Hospital, Charlottetown, P.E.I., Rev. Sister 
Catherine, St. John’s Hospital, Saint John; Secretaries- 
Treasurers, Rev. Sister M. Anna Seaton, Halifax 
Infirmary, and Rev. Sister M. Carroll, Hotel Dieu 
Hospital, Campbellton, N.B. 


Roberta Bond, B.A. and M.D. (Dal.) was married in 
August to Dr. E. W. Nichols, professor of classics at 
Dalhousie University. W. H. Hattie 


The biennial meeting of the Canadian Dental 
Association was held at Dalhousie University from the 
16th to the 19th of August, under the presidency of 
Dr. George Kerr Thomson, Dean of the Dalhousie 
Faculty of Dentistry. A very full scientifie programme 
was carried through in a manner which proved most 
pleasing to the large number of dental practitioners 
who were in attendance. Several eminent dentists from 
the United States contributed papers or conducted 


clinics. An attractive exhibition of dental instruments 
and office accessories was a feature of the meeting. 
Several of the visiting dentists were enlisted for 
addresses before luncheon clubs and for radio talks. 
In addition to special arrangements for the entertain- 
ment of the ladies, there was a hodge podge on the 
University grounds, an evening concert and swimming 
sports at the Waegwaltic Club, an afternoon reception 
at Government House, a dance at the Yacht Squadron, an 
excursion on the harbour, a band concert at the public 
gardens, a golf competition at the Ashburn course, and 
a stag dinner at Ashburn. At the latter function a 
Canadian Dental Golf Association was organized, of 
which Dr. J. M. Magee, of Saint John, was made 
president. The new officers of the Dental Association 
are as follows: Honorary President, Dr. George Kerr 
Thomson, Halifax; President, Dr. J. W. Clay, Calgary; 
Vice-Presidents, Drs. F. J. Convoy, Toronto, and W. F. 
Taylor, Winnipeg; Secretary-Treasurer, Dr. J. Stanley 
Bagnall, Halifax. 


The refresher course arranged by the Faculty of 
Medicine of Dalhousie University, and carried on during 
the last week of August, proved to be very successful. 
The attendance was larger than was expected, the total 
being slightly more than a hundred. While the 
majority were from Nova Scotia, all of the Canadian 
provinces were represented except Alberta and Quebec, 
and Newfoundland had one representative. The greater 
part of the programme fell to members of the 
Dalhousie faculty, but a prominent part was taken by 
four distinguished members of the profession ‘‘ from 
without’’. Drs. John Fraser and W. E. Hamilton, of 
Montreal, did not come as strangers, and in their 
lectures and clinics they further established themselves 
in the favour of their maritime colleagues. Sir Henry 
Gauvain and Dr. Stuart Pritchard did come as strangers, 
but they immediately captured the hearts of all who 
heard them. Sir Henry’s clinic at the Children’s 
Hospital will long be remembered for the singularly 
lucid and charming manner in which he presented cases 
and discussed the clinical features and the reasons for 
the treatment suggested. Dr. Pritchard’s demonstration 
of the value of lipiodol as an adjuvant to x-ray examina- 
tion of the lungs was also much appreciated. Alto- 
gether the course, while shorter than usual, fully 
maintained the reputation which the Dalhousie faculty 
has earned for the quality of the instruction provided 
at its annual session for graduates. 


Halifax has recently experienced the thrills and 
inconveniences of a ‘‘milk war’’. Under the regulations 
of the City Health Board, the cans in which milk is 
received for vending in Halifax are to be sealed in a 
special way. Striet observance of this regulation has 
not been required in the past but the board decided that 
the law must be enforced, and gave notice to that effect. 
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The producers were quick in concluding that the cost 
and labour of sealing would devolve upon them, and 
the greater number of them agreed to send no milk to 
the city unless the board relented. The board was 


adamant, and on September first—the day on which the 
regulation became effective—very little milk came into 
Prompt action on the part of the board, and 


the co-operation of a large dairy concern and of several 
private citizens, prevented any considerable inconvenience 
to hospitals and institutions, and resort to previously 
untapped sources soon secured a supply which fell little 


the city. 
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below the normal. Some of the distributors made 
arrangements with producers to have their cans sealed, 
but others failed to do this and continued to vend milk 
from unsealed cans. Within ten days a normal supply 
was being received and legal action had been instituted 
against vendors who violated the regulations. The result 
of this action will be awaited with interest. While 
public opinion is divided relative to the stand taken by 
the Health Board, the medical profession is apparently 
giving at least moral support to the board, which in 
this respect has unquestionably acted in the interest of 
the public health. 


PRINCE EDWARD ISLAND 


The annual meeting of the Prince Edward Island 
Medical Association was held in Summerside on Wednes- 
day, July 14th. The president, Dr. J. B. Champion 
occupied the chair. During the temporary absence of 
the secretary, Dr. I. J. Yeo filled that office. Business 
transactions included the report of the special committee 
on alterations to be made in the scale of fees. Resolu- 
tions of condolence were passed respecting the deaths 
of Drs. A. McNeill, A. Ross, G. Alley and J. C. 
Rodgerson and letters expressing regret and sympathy 
were sent by the Secretary to the widows of the 
departed members. <A _ letter was read from Dr. 
Routley regarding the holding of the Canadian Medical 
Association meeting in Charlottetown in 1928 or 1929; 
also a letter was read from Dr. Starr acknowledging 
receipt of the Island’s Contribution to the Lister 
Memorial Fund. 

The election of officers resulted as follows: 
President, Dr. J. D. McGuigan of Charlottetown; 
Vice-President, for Queens County, Dr. Fleming of 
Stanley Bridge; Vice-President for Prince, Dr. Jardine 
of Kensington, Vice-President for Kings, Dr. McIntosh; 
Secretary, Dr. G. F. Dewar of Charlottetown; Treasurer, 
Dr. I. J. Yeo, Charlottetown. Executive Committee, Drs. 
Boyer, Simpson, and MelIntyre. Auditors: Drs. 
H. D. Johnson and J. R. Matheson. The following 
were elected to the Medical Council: Drs. James 
Warburton, S. R. Jenkins, W. J. P. MeMillan, I. J. 
Yeo, G. F. Dewar, E. T. Tanton and J. F. MeNeill. 


At the afternoon session Dr. McPhee of Summerside 
reported a very interesting case of perforated gastric 
ulcer. The case was operated on and made a good 
recovery. Dr. W. H. Hattie, of Halifax read a paper 


on ‘‘Modern trends in medical education.’’ He traced 
the great advance in medicine and chemistry, showing tle 
progress in the last thirty years. Laboratory work and 
bacteriological study were described minutely in this 
very interesting paper, which was enthusiastically re- 
ceived by the society. At the conclusion of his address 
he emphasized the importance of Maritime Province 
people being loya! to Dalhousie University and urged 
them to give the medical school the support which it 
justly deserves. 

Drs. Simpson and Tanton reported a case of acute 
suppurative appendicitis. The patient although in bad 
shape on addmission to the hospital was successfully 
treated and went home well. 

Dr. Acker of Halifax read an excellent paper on the 
‘*Prevention and treatment of orthopedic deformities. ’’ 
He described the different deformities, traced their 
cause, and went exhaustively into their treatment. This 


_ was Dr. Acker’s first visit to our society and his paper 


was very well received. 

Dr. Wherrett of Moncton read a paper on ‘‘ Tuber- 
culosis and the general practitioner.’?’ He emphasized 
the importance of early diagnosis.and treatment. This 
address was a masterly one and was listened to with 
much interest. 

Dr. Yeo announced the holding of a clinic at 
Charlcttetown during the first week in August, and 
impressed upon the medical men, the great benefit to 
be derived from these post-graduate clinics. He also 
urged upon Island practitioners the importance of 
membership in the Canadian Medical Association, 
which carried with it a subscription to the Canadian 
Medical Association Journal. Next year the society 
meets in Charlottetown. G. F. Dewar 


NEW BRUNSWICK 


Under the auspices of the New Brunswick Medical 
Society, a two days’ series of lectures and clinics 
was held in Saint John, August 23rd and 24th. The 
attendance on an average, was about sixty daily. 
On the afternoon of August 23rd, Dr. R. J. Collins, 
Medical Superintendent of the River Glade Sanatorium, 
N.B., read an address on ‘‘Simplified diagnosis of 
pulmonary tuberculosis.’’ He summarized the early 
signs and symptoms and laid stress on the observation 
of colds, pleurisy, loss of weight and fatigue. The 
second paper in the afternoon was by Dr. Paul D. 
White, Cardiologist at the Massachusetts General 
Hospital. He discussed the correlation of heart and 
lungs in chest pathology. He divided the subject 
into various headings, such as pneumonia, acute 
bronchitis, pertussis, and valvular diseases of the 
heart, pulmonary infarction, tuberculosis and diseases 


of the pleura. In the course of his address, he quoted 
Cabot who states that ‘‘there is no such thing as 
emphysema.’’ Dr. White also questioned the advisability 
of the exhibition of digitalis in pneumonia. Another 
point of interest was his discussion of the small vertical 
heart in tuberculosis. He stated that ptotic persons 
were most apt to have tuberculosis. They were also apt 
to have narrow vertical hearts and he drew the con- 
clusion that tuberculosis had nothing to do with the 
presence of such a heart. 

In the evening of the first day, Dr. Stewart 
Pritchard, director of the chest clinic at Battle Creek, 
gave a lantern slide talk on the differential diagnosis 
of diseases of the chest which was exceptionally well 
received. The same evening, Dr. G. A. Davis of Toronto 
spoke on tuberculosis in children. On the morning of 
August 24th, Dr. Stewart Pritchard gave a talk, 
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illustrated by lantern slides on the use of lipiodol oil 
in the diagnosis of chest conditions. Although this 
subject was not new, Dr. Pritchard added much to what 
was already known of this method. 

Dr. A. F. Miller, Medical Superintendent of the 
Nova Scotia Sanatorium, read a paper on ‘‘ Lessons 
learned in fifteen years of examining for pulmonary 
tuberculosis. ’? 

Sir Henry Gauvain of the Lord Mayor Treloar 
Cripples Hospital, Alton, Hampshire, England, gave an 
address on surgical tuberculosis. By this time Sir 
Henry Gauvain is well known throughout Canada. His 
work is brilliant and his addresses most interesting... A 
great deal of pleasure and instruction was derived from 
his addresses. In the afternoon, Dr. Stewart Pritchard 
gave a clinic on chest cases and demonstrated the 
supraglottic injection of lipiodol; this was followed by 
an orthopedic clinic by Sir Henry Gauvain. This 
clinical evening was probably the most interesting of 
the sessions. Cases found in the General Public 
Hospital, Saint John, N.B., were used for demonstration 
purposes. On hoth days, x-ray and fluoroscopic demon- 
strations were provided by Dr. A. Stanley Kirkland, 
roentgenologist at the General Public Hospital. The 
programme was completed by a dinner at Hampton at 
which the visiting speakers were guests of honour. 


On August 19th, the provincial government of New 
Brunswick, gazetted the appointment of Dr. C. M. 
Pratt to fill the vacancy on the Board of Commissioners 
of the General Public Hospital caused by the resignation 
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of Dr. E. J. Ryan who will remove shortly to 


Philadelphia to accept a teaching position in urology. 


Dr. W. W. White, Mayor of Saint John, went to 
Upper Canada on August 20th, visiting Montreal and 
Ottawa. During his visit he attended the meeting of 
the Medical Council of Canada of which he has been a 
member since its inauguration. 


The interne staff of Saint John General Public Hos- 
pital is composed this year of five McGill men graduates 
all of whom are Maritime men. These physicians, Dr. G. 
A. Strapp, Harbor Grace, Nfld.; Dr. G. F. Meahan, 
Bathurst, N.B.; Dr. E. B. Hall of Bridgetown, N.S.; 
Dr. RB. A. Salter, Bridgetown, N.S.; and Dr. P. §. 
Skinner of Halifax, N.S., assumed their duties on July 
1st. 


On September 10, the Board of Commissioners of 
the Saint John County Hospital, authorized a further 
expenditure for the x-ray department which when 
received will complete its equipment rendering it fully 
up to date and efficient. 


Dr. Mabel Hannington, Medical Inspector of the 
Saint John Schools, has been requested by the 
authorities of the Department of Health to lend assis- 
tance in the work of organizing two opportunity classes 
in the Moncton schools. This is but another recognition 
of Dr. Hannington’s exceptional ability along these 
lines. A. STANLEY KIRKLAND 


QUEBEC 


The new Women’s General Hospital will soon be 
erected in Montreal. The estimated or approximate 
cost of the building will be around $300,000. It will 
be a brick and stone structure four stories high and 
be situated on Tupper Street. 


Lady Strathcona’s will has been lodged at the 
Registrar House, Edinburgh. She leaves $125,000 to 
the Royal Victoria Hospital, Montreal. 


All sailors in Montreal requiring hospital treat- 
ment will in future be treated in the Montreal Harbour 
Hospital, if the representations made by Dr. W. G. 
Hepburn, the hospital’s superintendent, meet with the 
approval and support of the Department of Marine 
and Fisheries. At the present time, sick and injured 
sailors requiring hospital treatment are sent to the 
Montreal General or Notre Dame Hospital. The 
Harbour Hospital, which is operated under the super- 
vision of the Montreal Harbour Commission, was 
formaily opened on April 23rd. It is designed to serve 
all persons connected with the harbour, or working on 
the water front. This includes the sailors on the 
different ships coming into port, as well as some three 
or four thousand longshoremen, and an equal number 
of men employed by the Harbour Commission in 
maintenance and construction work. It is estimated 
that over 12,000 seamen come to Montreal during the 
course of the shipping season. 


The new Sacred Heart Hospital is now receiving 
patients; covering as it does a vast territory at 
Cartierville, it enables tuberculous patients to pass a 
much more agreeable sojourn, away from dust and 
noise than formerly, while at the same time giving 
them all necessary medical and physical comforts. 
Through a contract with the hospital authorities the 
city of Montreal has rented for a period of twenty 
years two hundred beds, to be held for poor tuber- 
culous patients who reside within the city limits; 


already a great number of them are occupied. The 
tuberculosis section of the hospital holds altogether 
three hundred beds. One hundred beds are there- 
fore still available for semi-private or private cases. 


Members of the Cambridge Medical Society who 
are visiting the universities, medical schools and the 
hospitals in Canada and the United States, began 
their tour in Montreal by a visit to McGill University 
and Montreal hospitals. The party consisted of 
seventy-eight members, including six women. Some 
are undergraduates in the early years of medical 
schools, while others have graduated. During their 
stay in Montreal the visitors were the guests of 
McGill University, a well planned programme having 
been arranged by Col. Wilfrid Bovey. 


It is announced that the first Canadian to be 
admitted to membership in the British Institute of 
Radiology is Dr. Herve Lacharite, a graduate of the 
University of Montreal, who has been pursuing a 
course of post-graduate medical studies in England and 
on the continent. Dr. Lacharite was sent to Europe 
under the auspices of the Rockefeller Foundation. 
At Cambridge where he has been studying recently, 
he was awarded a diploma in medical radiology and 
electrology, being the first Canadian to receive this 
diploma at Cambridge. He was also awarded a 
certificate in medical radiology at the University of 
Paris, where he acted as one of the assistants in the 
Radium Institute. Dr. Lacharite will return soon to 
Paris, and thence go to Vienna. He will complete 
his studies at clinics in New York, Rochester, and 
Baltimore. He will eventually devote himself to 
medical teaching in tha Province of Quebec. 


The Sisters of Charity of Providence will open a 
General Hospital about October in the building 
formerly known as the Canadian Country Club, 
Montreal East, pleasantly situated on the banks of 
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the St. Lawrence far from the noise and bustle of the 
city. 


The McGill Honour Roll, published by McGill 
University in honour of those who served during the 
war has now been issued after a long research and 
preparation. It bears the names of 3,059 men who 
served overseas. It is bound in red morocco, the 
university colour, and has the arms of McGill on the 
cover. Relatives of the fallen will receive a presenta- 
tion copy from the University. The volume tells the 
story of McGill’s contribution to the battalions which 
went overseas during the war, and describes the enrol- 
ment and training of the men, the great part played 
by the McGill Hospital, known officially as No. 3, and 
the work done after the war in re-education of the 
returned soldiers. The dedication reads as follows: 
‘*To the brave sons of McGill who voluntarily and 
unselfishly setting aside their hopes and ambitions, the 
comforts of home and the companionship of friends, 
on the fields of Flanders and of France, and elsewhere 
on sea and land, fought in the cause of the Allies in 
the Great War with courage, devotion and honour. And 
in proud and tender memory, of those who finally passed 
out of the sight of men by the path of duty, lighting 
up the war’s dark page by their ungrudging service, 
glorious heroism and perfect sacrifice, to the end that 
we who remain and those who follow might live in 
freedom, contentment, and peace. Their names will be 
held in everlasting remembrance.’’ 


The ninth congress of the Association of French 
Speaking Doctors of North America took place in this 
city September 22nd to 24th and proved most successful 
not only in numbers but in the high standard of the 
papers which were presented. Representatives were 
gathered not only from the neighbouring states, but 
also from Cuba, and from several of the South American 
Republics, and the meeting was honoured by the presence 
of members of the Faculty of Paris. Of the papers 
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read, and of the discussions which followed we hope 
to present an abstract to our readers next month. For 
the present, time permits us to give only a brief résumé 
of the more notable of the resolutions passed at its 
close on the evening of the 24th. 

It was decided to change slightly the title of the 
association replacing the name ‘‘North America’’ by 
the ‘‘Americas’’ thus including South and Central 
America and Cuba, as well as North America, in the 
association. 

In reference to provincial matters, it was recom- 
mended that departments of sanitation be formed in all 
counties of the province; that serums against diphtheria 
and scarlet fever be distributed to all provincial centres; 
that kindergartens for children under seven years of age 
be established in connection with public schools; that a 
national provincial council against tuberculosis be 


appointed; and that a neuro-psychiatric clinic be estab- 
lished in Montreal as well as in Quebec. An appeal 
was also made to the religious and state authorities in 
this province to consider child welfare as a national 
duty and to give it support and scientific direction. 


During the McGill Reunion taking place October 
6th to 9th the wards and laboratories of the Royal 
Victoria Hospital will be open to the visitors on 
October 7th. Arrangements have been made for the 
demonstration of material and appliances and for ward 
rounds by members of the staff. The reunion opens 
with registration on the morning of October 6th. 
Lectures, clinics and demonstrations in various faculties 
are set for the mornings of the second and third day. 
Fraternity and group dinners will take place in the 
evening. 


The Outdoor Department of the Maternity Pavilion 
of the Royal Victoria Hospital was opened for the first 
time of September 7th. The Gynecological Department 
under Dr. W. W. Chipman will be open about the 
middle of the month. GEORGE HALL 


MANITOBA 


The beginning of a new university session sees 
changes in the Medical Faculty. Dr. B. J. Brandson 
has been appointed Professor of Surgery, and head of 
the department, in succession to Dr. Jasper Halpenny 
who recently resigned on account of ill health and has 
gone to reside in Texas. Dr. D. 8. McKay has become 
head of the department of gynecology on Dr. R. M. 
Simpson’s retirement. Dr. Tudor Jones of Glasgow has 
been appointed Assistant Professor of Anatomy and 
Dr. Jos. Jackson, late of the University of Alberta, is 
to be Lecturer in Anatomy. 

The annual meeting of the Manitoba Medical Asso- 
ciation was held in the Fort Garry Hotel, Winnipeg, 
on September 21st, 22nd, and 23rd. The Executive 
Committee were fortunate in being able to present four 
very able visiting speakers, Sir Henry Gauvain of Alton, 
Hants, England, Dr. Fraser B. Gurd of Montreal, Dr. 
Geo. Hale of London, Ont., and Dr. R. R. McGregor 
of Kingston, Ont. Sir Henry Gauvain addressed a 
joint luncheon of the Association and the Kiwanis Club 
on the opening day but unfortunately could not be 
present at the public meeting held in the University on 


September 22. This was addressed by Dr. T. C. 
Routley on the subject ‘‘Our greatest national asset’’, 
and Dr. A. T. Mathers on ‘‘The causes and prevention 
of mental breakdown’’. The annual dinner and ladies’ 
dinner were followed by a dance which was very enjoyable. 
Other speakers who figured on the programme were Drs. 
J. E. Pritchard, W. L. Mann, J. C. McMillan, W. 8. 
Peters (Brandon), O. 8. Waugh, F. D. McKenty, Prof. 
A. T. Cameron, Drs. H. D. Kitchen and H. D. Moore 
The last afternoon was devoted to golf. 


Dr. Jas. McKee of Stonewall has disposed of his 
practice to Dr. Wilmot of Grenfell, Sask., and is 
taking post-graduate work in Chicago. 


Dr. B. J. Brandson has been appointed to the 
Medical Appeal Board in connection with Workmen’s 
Compensation succeeding Dr. Halpenny. 


The addition to the Medical 
Winnipeg is almost completed. 


Arts Building in 
Ross MITCHELL 


SASKATCHEWAN 


Dr. Hardy expects to resume practice on October 
lst. He has spent the summer at Regina Beech. 


Dr. H. C. George reports some interesting experi- 


ences on his trip to the Arctic Circle with the Treaty 
Pay Party which has just returned. 


The regular monthly meeting of the Regina 
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District Medical Society was held September Ist in 
the General Hospital; twenty members were present. 
Dr. H. MacLean gave a very interesting talk on his 
tour with the Interstate Medical Post-Graduate 
Society to the European clinics. 





Dr. Ball who has been away from practice, owing 
to an attack of rheumatism, for the past two months 
has resumed professional work. 





It would appear that some action should be taken 
by the Canadian Medical Association to look after 
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the interests of organized medicine, especially respect 
ing lay practitioners, drugless healers, ete. The 
Provincial Medical Associations have neither the legal 
authority or the money to protect the public from these 
forms of quackery. 





Dr. Hugh McLean has returned from Europe 
where he attended the clinics held during the 
Interstate Post-Graduate Medical Tour. 





Dr. D. S. Johnstone spent a couple of weeks in 
the east attending the meeting of the Medical Council 
of Canada held recently in Ottawa. R. McALLIsrER 


ALBERTA 


The annual convention of the Alberta Medical 
Association was held in Edmonton, September 8th, 9th, 
and 10th and was specially favoured in having three 
outstanding men from Eastern Canada in the person 
of Dr, Fraser Gurd of Montreal, Dr. R. R. McGregor 
of Kingston, and Dr. G. C. Hale of London, Ont. The 
choice of men was left to the Canadian Medical Associa- 
tion which is co-operating in convention speakers with 
the four western associations. This co-operation has 
been in existence for three years with most satisfactory 
results. It was the unanimous opinion that the 


clinicians’ papers and clinics were most helpful especially ' 


to the general practitioner. It is the earnest hope that 
these men may return again soon. 

It was a happy thought that brought to Canada 
Sir Henry Gauvain of the Lord Mayor Treloar Cripples 
Hospital of London, England. His clinics, slides and 
lectures were wonderful and many a cripple in Alberta 
will be benefited by the visit of this distinguished 
man to this province. 

One outstanding feature of the convention this 
year was the attendance of so many of the younger 
men of the profession; those who have graduated during 
the last three or four years and are now out in, country 
practice; out on the firing line. 





At the annual meeting of the Alberta College of 
Physicians and Surgeons, which is now a regular feature 
during the convention, some discussion arose over the 
fact that there were some men who regiistered years 
ago in the North-West Territories, and thought they 
were automatically members of the C. P. & S. of 
Alberta, but found later that they were obliged to 
register in Alberta if they wished to practise here. 


For the benefit of those who are still in other parts 
of Canada it should be stated that the two provinces 
were formed in 1905 and the following May the Alberta 
Legislature passed an ‘‘Act Respecting the Medical 
Profession’’ which provided that all those registered 
with the C. P. & 8. of the Territories automatically 
became members of Alberta. Saskatchewan did not 
pass a Medical Act until 1908, so the C. P. & S. of 
the Territories still continued to function and issued 
Territorial Licenses which were good for Saskatchewan 
but not Alberta. It follows therefore that men who 
thought they had rights in two provinces had them in 
only one if they registered after May 9th, 1906. 





Dr. A. Haig a recent graduate of McGill has joined 
Dr. A. M. Day of Consort, Alta. 





Dr. D. McKenzie formerly of Bellevue, Alta., who 
left the province for the coast has returned and is now 
at Cadomin. 





Dr. G. H. Woodland of Medicine Hat has gone to 
Boston for post-graduate work. 





Dr. W. A. Lincoln of Calgary is making a visit to 
Montreal and the eastern states attending the McGill 
old boys reunion and the annual meeting of the American 
College of Surgeons. 





We regret that owing to ill health on the part of 
his wife, Dr. E. L. Little of Veteran has been obliged 
to leave the province. He is practising in Washington, 
U.S.A. G. E. LEARMONTH 


BRITISH COLUMBIA 


There is every indication that the extra-mural 
post-graduate tour through British Columbia in the 
latter part of September and early October will be a 
great success. All arrangements have been completed 
and every man who can possibly manage it intends 
to be in attendance. The first meeting opens at 
Cranbrook on September 25. 





Dr. H. B. Rogers, of Chemainus, is taking a 
month’s vacation from September 10th. Dr. H. C. 
MacKenzie will’take care of his practice during his 
absence. ; 





Dr. Alan Beech has left Lake Cowichan to engage 
in practice with his brother at Salmon Arm. Dr. 


K. I. Murray of North Vancouver has gone to Lake 
Cowichan as assistant to Dr. E. L. Garner. 





The many friends of Dr. J. H. MacDermot, 
President of the British Columbia Medical Association, 
will regret to learn that he has been very ill in the 
Vancouver General Hospital for the past six weeks. 
Dr. MacDermot had only spent a few days of his 
holiday with his family on Savary Island when his 
illness which took on a septicemic character developed. 
On going to press we hear that his condition has 
much improved during the past few days. His many 
friends hope that this improvement will continue. 





Dr. J. W. Lang of West Vancouver, has relin- 
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quished his practice there and has left for Anyox 
where he will assist Dr. D. R. Learoyd, replacing Dr. 
R. P. Kinsman, who has left to take post-graduate 
work in the east. 


Dr. R. C. Weldon, late of Natal, B.C., who has 
been absent from the province during the last two 
years, taking post-graduate work in Europe, has now 
settled in Vancouver. 


Dr. Eva Sutherland of Ganges, has been taking 
a short holiday. Dr. H. H. Caple of Vancouver, took 
eare of her practice during her absence. 


Dr. Geo. More, who has been relieving Dr. H. C. 
Wrinch at Hazelton during the past month, has left 
to take post-graduate work in the east. Dr. W. J. 
Lighthburne of Vancouver, has taken his place and 
will be in Hazelton during the next few months. 


Dr. Carl Ewert of Prince George, is in the east 
taking post-graduate work. He will be away for about 
two months. His colleague at Prince George, Dr. 
E. J. Lyon, is taking care of his practice. 


Dr. George Lamont recently left in his auto for 
a trip to Quebec and other eastern cities. We wish 
him a safe return. 


We offer our hearty congratulations and good 
wishes to Dr. and Mrs. Hugh Macmillan on their 
recent marriage. Mrs. Macmillan was a graduate of 
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the 1923 class of the Vancouver General Hospital 
Training School and as Miss Dorothy Hall has many 
friends in the city. 


The third (possibly the last prolonged) trip on 
‘‘The Indian tuberculosis question’? was made by 
Drs. C. H. Vrooman, A. S. Lamb and H. W. Hill, 
from August llth to 23rd. <A visit was made to 
Port Essington and neighbourhood where the Indians, 
men, women and children, are now assembled, engaged 
in fishing for the canneries and actual canning. The 
Columbia Coast Mission boat Colwmbia, Captain the 
Rev. John Antle, supplied the transportation and 
x-ray service. W. E. Collinson, Indian Agent, and 
Dr. William Sager, co-operated. Between 300 and 400 
Indians were examined in the six days, during which 
the clinic was held. Their report will be looked 
forward to with interest. 


Thirty-eight addresses on public health, bacteriology 
and allied subjects were given during the year ending 
June 30, 1926, by Dr. H. W. Hill before medical and 
other societies, public service classes, city councils, 
teachers’ meetings, lumbermen, Indians and others, 
reaching a total of over 2,500 persons in small groups 
in Victoria, Vancouver, and ‘‘up the Coast.’’ 


Within the last month, in three cases examined, 
malarial parasites of the tertian variety were found 
in the blood smears; one case showed symptoms five 
months after leaving Japan. 


Book Reviews 


Principles of Human Physiology. E. H. Starling, 
C.M.G., F.R.S., Se.D., F.R.C.P., Foulerton Professor 
of the Royal Society, ete. Fourth edition. 1074 
pages with 570 illustrations, 10 in colour. Lea 
& Febiger, 600 Washington Square, Philadelphia, 
1926. 


All those who are familiar with this text-book of 
physiology will welcome its fourth edition. In general 
arrangement it is similar to the previous one, but the 
book shows the tendency seen in most present day 
text-books of making the volumes less bulky, there 
being well over two hundred pages less than in the 
previous edition. This decrease is spread over nearly 
all sections of the subject but is more marked in 
chapters that constitute the subject of biochemistry, 
the central nervous system, the special senses and on 
digestion. The section on the energetic basis of the 
body, has been slightly enlarged. 


The advance in knowledge due to recent dis- 
coveries necessitating, in some branches, almost a 
complete change in views has been made in all branches 
of the subject. The incorporating of this matter is 
one of the chief reasons for, and chief difficulties in 
bringing forth a new edition. So far as it is possible 
in such a broad subject as physiology in text-book 
form it has been accomplished with success. 

The style is simple and lucid, a characteristic 
which has made this one of the favourite text-books 
of students. As physiology comes into its own in the 
whole field of medicine as it already has in the special 
branches of cardiology and neurology, a text-book of 
physiology such as this will be a constant reference 
book for the practising physician. 


M. L. LOUGHEED 


Practice of Urology. Hugh H. Young and David M. 
Davis. Vol I and II. 1484 pages, over 1000 
illustrations, 20 in colour. Price $27.00. London 
and Philadelphia: W. B. Saunders Co., Toronto: 
MecAinsh & Co., 1926. 


This elaborate treatise in two volumes is obviously 
and avowedly what its title indicates, the practice of 
urology, according to the distinguished head of the 
Urological Department of the Johns Hopkins Hospital, 
more recently styled the James Buchanan Brady 
Urological Institute. It is a record of the work of 
Young and his school, for Young has developed a 
distinct school, just as Guyon did at the Necker 
Clinic in Paris. Young’s own pioneer work in the 
fields of urology is known far beyond the confines 
of the urological specialty which he has done so much 
to establish in America, and a constant succession of 
enthusiastic and distinguished pupils has spread his 
methods of practice and teaching to all parts of this 
continent. 

The work, while dealing adequately with the 
entire field of urology, is largely based upon an 
analysis of 12,500 case histories of the clinic. Many 
of these histories are given in detail, with special 
attention to the results obtained. The scientific con- 
tributions of Young and his pupils, the mechanical 
improvements in instruments, apparatus and operative 
procedures which they have initiated, the work of 
urologists in war, and the more recent researches of 
the clinic in the domain of urinary antiseptics, par- 
ticularly by intravenous medication, are described 
and given the prominence, which Young’s choice of 
a title justifies, and which in the main does not result 
in any undue loss of balance in the treatment of the 
various subjects under discussion. 





ADVERTISEMENTS 


ADEQUATE TO THE NEEDS 


Of Canadians in every walk of life who require 
Banking Facilities is the complete Banking Service 


BANK OF MONTREAL 


Established 1817 


Total Assets in Excess of $750,000,000 


Over 600 Branches throughout Canada and Newfoundland 


A SAVINGS DEPARTMENT IN EVERY BRANCH 


CHRONIC BRONCHITIS 


in the judgment of French medical 
authorities is best treated by creosote 
in combination with phosphate of lime. 
This ideal preparation is known as 


Veep 
SOLUTION 


It is not alone a most valuable remedy 
in the treatment of all forms of 
bronchitis, but is invaluable as a pro- 
phylactie against consumption, which 
insidious disease so frequently follows. 


Sample and Literature sent to physicians 
on request. 


ROUGIER FRERES 
210 Lemoine St. Montreal, Can. 


FOR VARICOSE VEINS 


Dainty, soft, clinging 
and hygienic. Nothing 
ungainly. ‘‘Flesh 
Colour’’ practically in- 
visible under silk stock- 
ings. Rubberless and 
washable. Made in 2, 
21%, 3, 34 and 4 inch 
widths. 


Regd. 
CREPE BANDAGES 


Recommended by doctors and nurses everywhere. 


W. CLAIRE SHAW & COMPANY 


(Shaughnessy Building) 


127 McGill Street - Montreal 


Sole Manufacturers: Grout & Co., Ltd. - Great Yarmouth, Eng. 





1300 


The plan followed by the authors approaches the 
subject from the pathological rather than the anato- 
mical point of view. This is a feature in vogue in 
two other great treatises on urology: the Encyclopedia 
of Urology by Pousson and Desnos, and the Treatise 
on Urology by Legueu. With the latter work, which 
embodies the teaching of the Necker Clinic, the 
volumes under review have much in common, but 
compare most favourably with it, and in many respects 
are much superior to it. 

A special chapter is devoted to the réle of 
obstructive factors in urology under the newly coined 
term of ‘‘obstructive uropathy’’; factors which may 
be found at any point from the meatus of the urethra 
to the kidneys. This section appears to be capable of 
a greater extension than the authors have given it, 
particularly with regard to factors outside the urinary 
tract, equally potent in producing the uropathy. 
Excellent attention has been devoted to measures for 
the pre-operative preparation of patients suffering 
from this uropathy, measures which have been so 
effective in reducing the mortality of operations for 
the removal of obstructing factors. Noteworthy is 
the reduction of the mortality of the operation of 
prostatectomy to less than 1 per cent. 

Special interest will be evinced in Young’s treat- 
ment of the perineal field, in which his work has been 
outstanding. The sections dealing with benign and 
malignant conditions of the prostate gland, and the 
results of radium treatment of malignant conditions 
are exceptionally good. 

Operative treatment is dealt with in separate 
chapters to avoid unnecessary repetition. 

The volumes are creditable examples of the 
printer’s skill. They are given additional value by 
the clear illustrations, over 1000 in number, with 
many excellent colour plates. Original drawings, 
microphotographs, skiagrams are all excellently repro- 
duced. Most of the drawings are the work of W. P. 
Didusch. They lend a distinctive character to the 
work. 

There are numerous text-books and treatises of 
urology; not all of them are great; some could be 
spared. This most recent treatise ranks with the best. 

F. 8. Patcu 


A Bipolar Theory of Living Processes. George W. 
Crile, M.D. 405 pages. Price $5.50. The Macmillan 
Co. of Canada, Toronto, 1926. 


Biological research at the present time becomes 
inevitably involved in. principles of physics and chemistry, 
and the more fundamental the investigation the greater 


the demand on these subjects. Under these circumstances 
it was expected that sooner or later a daring attempt 
would be made to base a theory of living processes on 
the available data in these subjects. The present book 
is such an attempt. The thesis is made that the essence 
of life lies in the elaboration and disposition of 
electrical forces; that such an arrangement is apparent 
in the simple cell, and that, by extension, an elaboration 
of this scheme underlies the activity of the complete 
organism. The author is very exacting in the stated 
demands he makes of his theory. Not only is obvious 
pathological function a manifestation of variation and 
distribution of electric potential (particularly between 
cerebrum and liver), but so too are to be explained the 
phenomena of reproduction and inheritance, or psychical 
processes, memory and so on, and clearly of pathological 
departures from normal. The dissertation in founda- 
tion and construction is highly conjectural and there 
will be agreement with the author’s admission that 
‘‘final proof is lacking regarding practically every 
point.’’ Quotations from the work of others are adopted 
and aligned in support of the argument, and the 
original experimental contributions offered consist of 
researches on staining intensity, on temperature changes 
and on alterations in electrical conductivity. The 
publication may arouse a criticism in which practically 
every branch of biological investigation may join, but 
the onus of facing the challenge rests primarily on the 
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bio-physicist. On the other hand it remains to be seer 
exactly what interest the theory excites. It is doubt- 
ful if the average general practitioner will feel himself 
disposed or competent to review it critically. It may 
bear fruit by suggestion or otherwise but it is clear 
that a prodigious amount of work with considerable 
advance in knowledge will be necessary before the thesis 
can be at all satisfying. G. SPENCER MELVIN 


Bone Sarcoma. 
illustrations. 
York, 1925. 


This booklet of less than one hundred pages 
represents the suggestions as regards nomenclature « 
the committee appointed by the American College 
Surgeons some years ago. The classification of boue 
tumours has been very much simplified and made mor 
comprehensible by this committee and forms a ver) 
satisfactory working basis for clinicians, pathologists 
and radiologists to whom the book is_ particularly 
addressed. ‘The text is printed in unusually pleasing 
type and is profusely illustrated to show variations in 
the x-ray and microscopic pictures of the bone lesions 
described. Differential diagnosis is clearly though 
briefly discussed and treatment and prognosis indicated. 

Simple presentation of bone sarcoma to students 
has always offered great difficulty to clinicians and 
teachers of surgery will find this little volume of the 
utmost value. A. MOORHEAD 
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The Cerebro-Spinal Fluid in Clinical Diagnosis. J. 
Godwin Greenfield, M.D., B.Se., M.R.C.P. and E. 
Arnold Carmichael, M.B., Ch.B. 272 pages. The 
Macmillan Co. of Canada, Toronto, 1925. 


This volume is a valuable contribution to the 
literature pertaining to the cerebro-spinal fluid. Within 
the last few years there has been an increasing interest 
in this body-humour which has the important function 
of lubricating the great dynamo that activates the 
currents of the thoughts and deeds of mankind. The 
outstanding feature of the volume is the flare of 
original observation displayed by the authors. There 
is no smacking of the scissors and pastepot and it is 
refreshing to feel that the information gleaned is based 
upon cold, hard, clinical facts. The main development 
of the subject has been pre-eminently along biochemica! 
lines. 

The arrangement of subject matter is somewhat 
different from that of previous treatises and on the 
whole it is believed that the introductory claim of the 
authors in this respect has been substantiated. The 
three sub-divisions are clear cut and help the clinician 
or pathologist to refer readily to any particular aspect 
of the subject that may arise for consideration. 
Especially welcome is the carefully prepared second part 
dealing with the ‘‘cerebro-spinal fluid in certain 
diseases’’. This is more complete and more satisfactory 
from the clinician’s point of view than anything that 
has previously found its way into English print. 

While the authors are to be complimented on 4 
highly creditable volume, based upon original research 
and arranged scientifically, it would be unjust to omit 
mentioning one notable defect. There is a very ap- 
parent lack of diagrammatic appeal in the volume. 
The modern medicine man is keen on _ visualizing 
diagrammatically. Form and colour add greatly to the 
presentation of scientific facts and strike home with 
keen effect upon the memory and imagination. It is 
hoped that the second edition of this text will be em- 
bellished in such manner as to appeal more strongly 
to a fundamental demand of the reader. 

The book will be found valuable in medical 
libraries and on the shelves of pathologists and con- 
sulting physicians. EGERTON L. POPE 


ERRATA 
In our notice of Sir E. Sharpey-Schafer’s work on 
The Endocrine Organs we omitted to state that it was 
Part ii only which was reviewed. 





